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The Research Laboratories of The National Drug Company have made close 
studies of concentrating and refining Anti-Pneumococcic Sera. A method of 
immunizing horses has been devised—and a process of refining and concentra- ) 
tion of the serum perfected—that enable us to offer refined sera approximating 
one-sixth to one-tenth times the bulk of the unrefined sera. Inert solids and pro- 

teins had been practically removed. 
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The chill producing substances have been largely removed. 


Refined Pneumonia Sera contain all the specific antibodies, agglutinins, antibac- 
terial and antitoxic or protective substances; they are crystal clear and of the 
same viscosity as normal serum; the pH is adjusted with meticulous care. 


Doses 10 to 20 cc. repeated every six to eight hours, or as advisable, until a favor- 
able response is secured. The patients’ sputum may be typed early and if Type 
I, II or III pneumococci are present the use of polyvalent serum should be con- 
tinued. 


Pneumonia Polyvalent Serum for Types I, II, or III pneumonia. 


Pneumonia Bivalent Serum for Types I and II pneumonia. 


Pneumonia Monovalent Serum for Type I pneumonia. 


Refined Pneumonia Sera are furnished in 10 cc. per- 
fected syringes with chromium (rustless steel) intra- 
venous needles. Detailed information on request. 


NATIONAL DRUG COMPANY. 


Established 1872 and published monthly at New York by Medical Times Company. 
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The Injection Treatment of Varicose Veins’ 


Rosert F. Barser, M.D. 


ATTENDING SuRGEON, LonG IsLanp CotLece Hospitan; Proressor oF CiinicaL Surcery, Istanp CoLiece oF MEDICINE. 


HE object of the injection treatment of varicose 
veins is to produce obliteration. The intima of 
the dilated vein is irritated and damaged by 

the injected solution, fibrin is deposited across the 

lumen, replacement fibrosis of fibrin occurs and the 
vein becomes a fibrous cord. The size of the orig- 
inal vein becomes so reduced that after several 
months a large vein will become level with the skin 
and invisible, although the cord may still be felt. 
Unfortunately the solutions used to produce the 
sclerosing action are not entirely harmless to the 
local adjacent tissues nor to the body as a whole. 

The following are more commonly used: 

(1) quinine hydrochloride and urethane 
2 cc. ampoules contain 
quinine hydrochloride 0.266 gm. 
urethane 0.133 gm. 

(2) sodium salicylate 
5 cc. ampoules contain 
sodium salicylate 

(3) invert sugar 

10 cc. ampoules contain 

invert sugar 


1.0 gm. or 1.5 gm. 


6.0 gm. or 7.5 gm. 


* From the Department of Surgery, Long Island College Hospital; read 
at a meeting of the Associated Physicians of Long Island, Wheatley Hills, 
October 6, 1931. 


Brooklyn, N. Y. 


(4) sodium chloride 
10 cc. ampoules contain 
sodium chloride 


2.0 gm. or 3.0 gm. 

(5) sodium chloride and sugar in various com- 
binations. 

The solutions mentioned are all in general use but 

we have practically discarded everything in favor 

of the solution of sodium chloride, 20 per cent. and 


30 per cent. Without any attempt to go into an 
elaborate description of our experience it might be 
well to state briefly why the others are not so fa- 
vored by us. The quinine gives good thrombosis. It 
is relatively not very painful. It seems to give ex- 
cessive pigmentation over the line of the treated 
vein. On four occasions we have seen it give rise 
to severe and alarming systemic reactions, with 
vertigo, nausea, abdominal cramps, activity of blad- 
der and rectum, and uterine pain in the female. These 
patients had to be supplied transportation to their 
homes from the office or clinic. We have become 
more circumspect in the use of quinine. The sali- 
cylate is efficient as far as reaction is concerned but 
it is so painful that we have not seen fit to continue 
its use. It gave us no unfortunate general reactions. 
The invert sugar was less painful than sodium chlor- 
ide but too uncertain in its sclerosing action to war- 
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rant its continuance. The sodium chloride gives 
good sclerosis, is moderately painful and leaves in 
the body one of its normal salts. 

The injections are made by syringe. The needles 
are better when of small gauge such as No. 24 or 
No. 26. A half to one inch in length is sufficient. The 
short bevel on the needle has been stressed by others 
as very important. We use the regular bevel. There 
is less force required and hence greater accuracy of 
puncture. The material used is injected as fast as 
such small gauge needles will permit. At various 
stages it is best to withdraw the plunger a trifle to 
be assured constantly that the needle is still in the 
vein, as evidenced by the reflux of blood into the 
glass barrel of the syringe. At the first sign of 
swelling of the tissues about the point of the needle 
stop the injection at once, remove the needle and 
inject no more at that point. This is to avoid as 
far as possible the danger of spills. 

The position of the patient for injecting may be 
at the pleasure of the operator. The upright is 
doubtlessly the easiest. The patient should stand on 
a table or desk so that the legs are on the level of 
the eyes. There should be a good light. The objec- 
tion to the upright position is that the volume of 
blood in the veins dilutes the agents used for scle- 
rosing. This objection is valid theoretically but is 
overruled often by experience and sometimes by ne- 
cessity. In cases that are resistant to sclerosis we 
have achieved no better results from the horizontal 
position than the upright. Again, some of the smaller 
surface veins do not lend themselves readily to in- 
jection in the horizontal position. The occlusion 
method has also been used, especially in the resistant 
cases. In our experience with such cases it has not 
been of added benefit. 

The treatment is given to all patients with a few 
natural and we may say normal exceptions. In the 
pregnant woman we postpone until after delivery. 
An operation of election seems out of place at this 
time. No cardio-renal case is treated. Life expec- 
tancy in senility would preclude the treatment here. 
In the presence of diffuse inflammation from ulcer 
or phlebitis no treatments are given. In the diabetic 
one may proceed if the disease is under satisfactory 
control. 

The amount of the solution of sodium chloride 
given an individual case varies. We usually start 
with 5 cc. or less to test the sensitiveness of the 
patient. At the second treatment the same amount 
is given if the result of the first was a good throm- 
bosis. The dose may be increased to 10 cc. and this 
amount given in one, two or even three veins. With 
still more resistant veins the 30 per cent. solution 
of sodium chloride is used in 5 cc. doses. 

We have learned that thrombosis occurs with 
great ease in some and with great difficulty in others. 
One may not prognosticate the outcome of any in- 
jection in a new case. It is a matter of trial and 
error. We have looked for all sorts of explanations 
of this phenomenon but so far without satisfaction. 
From time to time one of us thought that blonds 
were more sensitive. It was not constant. Those 
who used salt liberally at table were thought to be 
perhaps more resistant than the average. This was 
not born out by experience. Apparently age is not a 
factor. 

The action of the injection on the patient is im- 
mediate. A sharp cramp is felt throughout the ex- 
tremity extending downward to the heel and later 
upward from the point of injection. The pain is of 
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sympathetic origin. It is transient. It lasts for 
about two minutes. After it passes it leaves the pa- 
tient free from pain. There is no residuum. If such 
should exist it is evidence that there has been a spill 
into the tissues. This is particularly true if the per- 
sistent pain is in the immediate region of the punc- 
ture. Most patients bear the pain well after the 
first treatment. They know what to expect. They 
stand the pain silently. Very occasionally a patient 
will get light headed, but as this has happened equal- 
ly often in patients before any treatment was given 
this had best be called a psychic reaction. 


The patient is told to carry on with his regular 
activities. The day following the treatment the vein 
becomes red, painful and tender. There may even 
be some distress in walking. This wears away in 
two days leaving the thrombosed vein tender. The 
tenderness fades gradually and is usually gone in ten 
days. In exceptional cases reactions are over ex- 
tensive and more severe generally. They terminate 
more slowly but with more extensive thromboses. 
‘Treatments may be given once or twice a week. By 
alternation in a bilateral case we have given treat- 
ments three times a week. 

Sloughs occur from spills of the sclerosing fluids 
into the tissues about the vein. As noted above, any 
of the agents will give this result. The region is 
very painful for weeks. After the slough comes 
away there is left behind an ulcer which is deep and 
which heals slowly. An extensive ulcer may take 
six months to heal. Post-injection edema is another 
complication of the treatment. It is alarming to the 
patient. It is very common. It is so slight in many 
as to pass without notice. In others it is marked. 
Edema is transient and passes away as the reaction 
in the veins subsides. 


Ulcer cases we inject with great caution. The 
dilated veins are sclerosed one by one in the en- 
virons of the actual crater. The point of puncture is 
out of the zone of active inflammation. In these cases 
especially, but sometimes in others too, pressing the 
edema from the itssues about the vein by prolonged 
pressure with the finger will bring the vein into 
strong relief in an area where it was almost invisible 
before, and thus facilitate the ease and accuracy of 
the puncture. When the puddles of blood are thus 
eliminated by thrombosis ulcers will often promptly 
heal even with ambulatory treatment. 


The ulcer itself is treated by the avoidance of all 
local drugs, ointments, antiseptics and medications 
of any kind. The wound is washed with a bland 
soap three times a day. Exposure of the ulcer to the 
air, sunlight or occasionally dry heat is advised. The 
dressings should be dry sterile gauze, with an occa- 
sional ulcer that may require vaseline gauze. It is 
our preachment that the struggling connective tissue 
cell or epithelial cell does better thus treated than 
by the mercurials or the carbolic derivative concoc- 
tions. There are ulcer cases that do poorly on any 
ambulatory method of treatment. There is little or 
no tendency to heal. For these bed treatment is 
essential and most important. Hot wet dressings 
seem to be best at first. Later dry heat may be 
employed. Skin grafting is reserved for the more 
extensive lesions. The graft is more durable than 
the skin that grows in from the edges. It resists 
better the recurrence of the ulcer. When healing has 
taken place sclerosing of the veins may again be 
undertaken. It is the removal of the underlying fac- 


(Concluded on page 7) 
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EW, if any, innovations in modern therapeutics 

have met with such instant and almost unani- 

mous approval and acceptance by the medical 
profession as the treatment of varicose veins by the 
injection of sclerosing solutions. Therefore, un- 
precedented interest is shown in this now accepted 
and standard procedure whose wide acceptance is 
due in a very large measure to the French clinicians 
Sicard, Paref and Forestier. The injection method 
is now the method of election and, when indicated, 
entirely supersedes surgical excision except when, 
on account of special reasons or contraindications, 
it is not applicable. Following its successful em- 
ployment, there is in addition to the obliteration of 
the varicose veins, an early disappearance of the co- 
existing oedema, swelling, tired feeling, and pains in 
the leg, ankle and foot. The injection method has 
been so extensively and satisfactorily applied, and 
clinically reported upon in such large series of cases 
by different operators all over the world, that its 
value and its superiority over other existing methods 
are now firmly established. It is an ambulatory meth- 
od of treatment, inexpensive in nature and calling 
for no rest in bed and no detention from work. Un- 
like operative measures, it entails no disfiguring, no 
mutilating scars; but, like operative procedures, it 
is at times followed by recurrences. It is most de- 
sirable that the drawbacks, inherent to the method 
itself, or that the complications arising from its faulty 
application should be brought out and clearly under- 
stood. It is one of the principal objects of this paper 
so to review recent important reports on the sub* 
ject as to direct notice to the limitations and short- 
comings of the method. Only the most valuable 
contributions will be discussed. 

SraTisticaL Data 


Omitting minor reports, the literature of the past 
couple of years contains important series of cases 
of varicose veins and varicose ulcers treated by the 
injection method. Most of these reports include a 
fair proportion of cases in which the varicosities 
were complicated by hemorrhage, ulcers of varying 
area and depths, oedema (lymphatic and venous), and 
inflammation, acute or chronic. 

Schmier reports approximately 3,000 cases of vari- 
cose veins and with more than 10,000 injections; 
Hayes made 10,000 injections in over 1,000 patients 
in a period of 8% years; White treated 750 cases; 
Logefiel 500 cases with over 5,000 injections and 98 
per cent. satisfactory results; De Takats reports 389 
patients, out of 500, having taken a complete course 
of injection treatments, with 41 failures; Kilbourne 
collected 4,607 cases from 34 hospitals; Fraenkel in 
less than 3 years made 7,000 injections in 1,013 pa- 
tients without any serious mishap; Pennoyer in one 
year made 500 injections in 218 cases; Riehl treated 
over 1,000 cases with good results; Zimmerman over 
4,000 injections in 600 patients within 3 years with 
no serious complications; Levi made 4,000 injections 
within 4 years; Wright treated 324 of 478 cases of 
varicose ulcer within 2 years; Angle reports 2,500 
injections; Matyas over 200 successfully treated 


cases; Cavallucci 156 cases complicated with eczema 
or ulcer; Gillespie and Strobell 405 injections in 81 
cases; Ferguson and Loefflad 72 cases with 510 in- 
jections; Stuebner 104 cases with only one failure 
and 96 per cent. of ulcers cured. 

In October 1930, in a study of the subject, I re- 
ported my experiences with 300 patients whom I had 
subjected to a complete course of the injection treat- 
ment. Forty of them had varicose ulcers and a much 
larger number presented an eczematous condition of 
the skin. 

Sodium salicylate in 20 to 40 per cent. solution 
was used. There was no fatality. Temporary cramp- 
ing and oedema were observed in a large number. 
Sloughing resulted in a few cases. In 4, the recovery 
from these sloughs was very tedious. There was a 
recurrence of the varicosity after several months 
in 12 cases. I still continue to use preferably sodium 
salicylate in solutions of different strengths, as it 
has given me most satisfactory and most grati- 
fying results in over 900 cases. The injection treat- 
ment has the advantages of painlessness, simplicity, 
safety and efficacy. It can be applied at practically 
all periods of life. It appeals to patients as it does 
not call for anaesthesia either local or general, nor 
for hospitalization. In fact, it is purely an office 
treatment and the use of the limbs following the in- 
jections minimizes the incidence of embolism; the 
danger of embolism is practically non-existent. 


A general consideration of clinical reports to be 
found in the medical literature shows that in from 
80 to 85 per cent. of the cases on the average, the 
treatment is followed by good and apparently perma- 
nent results, satisfactory to the patients. The fail- 
ures of the injection treatment are due to diagnostic 
errors, to the employment of unsuitable solutions, 
to faulty technic or to improper post-injection care. 
Few recurrences are observed after the treatment and 
this is easily understood, because we have as yet no 
precise knowledge of the exciting cause of varicosi- 
ties. The recurrence of the condition in my cases 
was not due to the recanalization of the obliterated 
vein; it was due to pre-existing non-varicose veins 
becoming dilated, elongated, tortuous and varicosed. 

Clinical experience has brought to light some of 
the disadvantages of the sclerosing solutions for- 
merly and now in use. Added clinical experience has 
begotten improvements. Some of the solutions that 
have been used, though effective in obliterating 
varices, have been discarded because they caused 
either dangerous or undesirable reactions, local or 
systemic. They have been replaced by more effec- 
tive agents or mixtures, causing fewer reactions, hav- 
ing a-more rapid action and allowing multiple in- 
jections at one sitting without too great inconveni- 
ence to the patient. The ideal, of course, would be 
to obtain a sclerosing substance causing a rapid 
thrombosis and having little or no effect on the peri- 
vascular tissues should some of the injected solution 
escape during the injection. With the injection 
method, it is quite possible to initiate a course of 
treatment, interrupt it and start it again at will. Clini- 
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cal experience has shown that the sodium salts are 
the most marked sclerosing agents, and that their 
use is attended at times by cramping and perivenous 
reactive effects. The sugars (dextrose, invert sugar), 
used alone, are much less irritating but must be em- 
ployed in larger amounts to be effective. The scler- 
osing agents now in general use determine an 
endovenitis :—irritation of the venal endothelium, 
congestion, cellular proliferation, connective tissue 
formation and final conversion of the injected vein 
into a fibrous strand. 

Perusal of the literature shows that while an ideal 
sclerosing solution has not yet been found, never- 
theless the sodium salts (the chloride or salicylate) 
alone or admixed with one of the sugars secure a 
satisfactory and rapid sclerosing action. These salts 
are effective on the vein intima. They are, however, 
irritant and toxic to the perivenous tissues and a 
painful or inflammatory reaction follows when they 
escape into them. 

A mixture of sodium chloride and dextrose (sod- 
ium chloride 30 per cent.; dextrose 50 per cent.), 
mostly in equal parts, is preferred by many, such as 
Strickler, De Takats, Angle, and McPheeters (who 
also uses a mixture of invert and cane sugars with 
sodium chloride). Smith reports excellent results 
with 50 per cent. dextrose solution and with quinine 
and urethane, the latter especially in cases that are 
not severe. 

In England, sodium morrhuate has been used ex- 
tensively. Levi has not seen a single ulcer follow- 
ing 4,000 injections of sodium morrhuate. Payne 
prefers it for injecting thin-walled veins. Wright 
claims 324 cures out of 478 cases of indolent varicose 
ulcers treated with 5 per cent. sodium morrhuate. 
Though Higgins and Kittel recommend this scleros- 
ing agent and claim: 1. That it is free from the risk 
of generalized toxic effects; 2. That the phlebitis it 
induces is effective and complete; 3. That the risk 
of local complications is slight; and, 4. That the 
treatment is as free from pain as can be reasonably 
expected from any artificially induced inflammatory 
process, yet a very few alarming accidents following 
its use have militated against its more general adop- 
tion and have shown that it is not an agent entirely 
devoid of danger. 

Calarose, a mixture of invert and cane sugars, con- 
tinues to be used to some extent in Germany, and 
White reports good results from Genévrier’s solu- 
tion. 

Maignon, Grandeclaude and Lambret use a solu- 
tion of 50 to 75 per cent. of glycerine in distilled 
water. In experiments on dogs, this has proved more 
sclerosing than the injections commonly employed 
and is, according to the authors, much less liable 
than the organic solutions to cause harmful reac- 
tions. In the human subject, it has been tried in 
many cases with great success, especially in aged 
persons. If spilled in the perivascular tissues, it 
causes neither local nor general reactions. All the 
above mentioned sclerosing agents are marketed in 
suitably prepared afmpoules of appropriate dosage. 


MULTIPLE AND MAsSIVE INJECTIONS 


The great improvements in sclerosing agents have 
led to the practice of multiple injections at one sit- 
ting, and a more rapid extension of this practice in 
the future is expected as patients seemingly have 
no more trouble with several than with a single in- 
jection. The saving of time both for physician and 
patient is considerable. The comparative absence of 
any severe pain with the newer sclerosing agents is 
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a factor. McPheeters prefers to treat the whole 
case at one sitting whether on one or both legs. He 
has, as yet, not found many imitators. In very large 
varicose veins, Scott prefers twin injections in the 
vein, made simultaneously at 3 to 5 inches apart. 

Regarding massive doses, Louvel shows that since 
the use of caustic solutions was seen to be without 
apparent clinical harm, massive doses were used with 
impunity. But such massive injections have a tendency 
to surpass their avowed object of obliteration of the 
vessel. The reaction to the caustic not alone in- 
volves the endothelium and the muscular coat of the 
vessel but the adventitia also, affecting the vasa 
venorum and the meshes of the sympathetic nerve 
supply. The result may be a veritable peri-venous 
sympathectomy with paralysis which cuts off the 
blood supply from the adjacent venous walls. It is 
better that the adventitia be spared as much as pos- 
sible from the effects of caustic agents and that mas- 
sive injections be avoided. 


FAaILurES FOLLOWING THE INJECTION TREATMENT 


Jentzer observes that the injection method of treat- 
ing varicosities fails in from 3 to 4 per cent. of the 
cases without known reason. De Takats and Quint 
had 10.8 per cent. of failures in their fully treated 
series of cases. I have had several incomplete cures 
and quite a few recurrences, but no cases of failures. 
The unsatisfactory results occur especially in the 
following cases: 1. In wide open long saphenous 
veins with incompetent valves, the back pressure is 
liable to canalize the newly created thrombus. Re- 
canalization is nature’s effort te reestablish the pat- 
ency of the vein if the thrombus is not firm or hard; 
2. In large saccular dilatations with structurally al- 
tered intima and extensive scar formation (such an 
intima does not react to a bland stimulus); 3. In 
which the Trendelenburg test is doubly positive, indi- 
cating a reflux from the deep circulation as a result 
of incompetent valves in the anastomoses between 
the superficial and deep venous systems. 


FATALITIES AND OTHER COMPLICATIONS ATTENDING 
THE INJECTION METHOD 


Though the injection method of treating varicose 
veins is completely successful in the very great ma- 
jority of cases, not infrequently there are rather seri- 
ous complications, not, however, generally due to 
the method itself but rather to improper or unskilful 
applications of it. These complications are due to 
embolism, to sloughs and necrosis at the site of in- 
jection or to abscesses from infiltration of the peri- 
venous tissue by the sclerosing fluid. 

The most extreme asepsis must be observed 
throughout this treatment. Oftentimes asepsis is 
entirely disregarded and the work is done with no 
attention paid to asepsis. McPheeters saw a case 
in which a fatal staphylococcus infection undoubtedly 
resulted from the injection treatment, and Isaak re- 
ports a case in which the pus of an abscess at the 
site of injection showed B. coli and: streptococci. 

According to Laqua, 9 deaths from embolism fol- 
lowing injections from varicose veins are reported 
in the literature up to 1929. Kuhnau reports a case 
of fatal embolism in a man shortly after the injec- 
tion of calarose for occlusion of varicosities in the 
right leg. The saphenous vein had not been liga- 
tured. Anschutz and Lohr report a case of fatal em- 
bolism following a sodium chloride injection. 

Mundt’s fatality was due to chemical nephritis. 
The patient was a woman of 58. Sodium salicylate 
was first tried, beginning with 5 cc. of a 20-per cent. 


sw 


MEDICAL TIMES AND LONG 


January, 1932 


solution divided into three injections. As this had 
little effect on the varices, two days later 5 cc. of a 
30-per cent. solution were injected and continued 
until a 40-per cent. solution was used and a total of 
20 cc. of it injected. Then mercuric iodide and quinine 
and urethane were tried. The woman died some, 
months later from acute chemical nephritis compli- 
cated by pulmonary edema and cardiac failure. 

Hope-Carlton reports that there is one death from 
embolism in every, 100 surgical varicose vein ex- 
cisions. Kilbourne in his statistics of 4,607 cases 
treated by sclerosing injection states that there is 
one death from embolism in every 250 surgically 
excised cases and that there are other surgical com- 
plications in about 1 per cent. Laqua states that 
the mortality from surgical excisions due to wound 
complications, postoperative pneumonia and embol- 
ism varies from 0.5 to 1 per cent. but that in the in- 
jection treatment it is only 0.02 per cent. Scott in 
10,000 injections did not note any case of embolism 
and many other reporters of large series of cases say 
the same thing. 

Domanig compares the surgical and injection me- 
thods of treating varicose veins on the basis of 200 
cases. Of these, 43 were treated operatively; there 
was one fatality from embolism and one non-fatal 
embolism. Seventeen cases were treated by opera- 
tion combined with injection; there was one severe 
thrombosis with no infarct. Over 100 cases were 
treated ambulantly by injection; except in four cases 
which showed some slight inflammation, there was 
no complication. 

Strickler thinks that when the patient is injected 
in the upright rather than in the recumbent position 
the danger of embolism is better avoided, and 
De Takats says that the logical way to prevent 
ascending thrombosis is by ligating the saphenous 
vein high up. De Takats did this in 61 of his cases 
without mishap except for two cases of thrombosis 
distal to the ligature. 

Green and Greene observed a fatal thyroid crisis 
following an injection treatment for varicose veins. 

Apart, however, from fatalities, some fairly serious 
complications occasionally occur in cases treated by 
sclerosing injections. Many of these are due un- 
doubtedly to faulty or careless technic. Sloughs 
occur more frequently than would be supposed 
from the literature. They are associated with 
the passage into the perivenous tissues of the scle- 
rosing solution, as by direct injection, or by leakage 
through the hole or holes made in the vein, or by 
bursting of the latter through overdistention. They 
are characterized by pain at the site of injection. 
Prolonged pain at the site of injection is almost a 
positive sign of perivascular infiltration. The slough 
is not recognized until a few days after the injec- 
tion when either a bleb appears at the site of injec- 
tion or an eschar resembling a bedsore occurs. A 
thin-walled vein transfixed by the injecting needle 
may burst under the pressure of the injected fluid. 
Leakage may follow the withdrawal of the needle. 

Perivascular infiltration results in a _ localized 
slough leaving a deep crater-like ulcer which heals 
slowly (Smith). Kilbourne remarks that such necro- 
tic areas may not heal for months or for year and 
he knows of a 14-months’ case. 

Zimmerman thinks that sloughs do not occur more 
frequently than 1 in 1,000 injections. De Takats in 
more than 3,000 injections (50 per cent. dextrose) 
had not a single slough. Logefiel in 5,000 injections 
observed three severe sloughs, due to extravascular 
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leakage from the puncture wound despite care. In 
three other cases there was an ascending chemical 
phlebitis. Stuebner saw perivenitis in 1.06 per cent. 
of his cases and slough in 0.4 per cent. of his cases. 
Payne recorded 13 cases of chemical gangrene in 
1,500 patients and Higgins 12 in 200. Ferguson and 
Loefflad in 510 injections saw necrosis at the site of 
injection in two cases. In my first 300 cases, sloughs 
occurred 15 times; since then, with increased care and 
experience they have not occurred in over one per 
cent of the cases. 

Anschutz and Lohr state that in Laeven's case, 
injection of mercuric iodide for varix led to phleg- 
monous gangrene which necessitated amputation of 
the foot five weeks after the last injection. 

Pennoyer in 218 cases with 500 injections saw six 
resulting ulcers, all due to faulty technic. In Gil- 
lespie and Strobell’s 81 cases, six developed a marked 
chemical phlebitis and in 11 there was some slough- 
ing at the site of injection. 

Higgins recommends withdrawal of blood from 
the vein before injecting the chemical and retention 
of the needle in the vein for a minute or so following 
the injection as well as the application of pressure 
over the site. 

Harcourt, when the injection has been made and 
before the needle is withdrawn, re-injects (by a stop- 
cock arrangement connected with the syringe) a few 
drops of the withdrawn blood thus clearing the 
needle of sclerosing substance and preventing trail- 
ing it through the tissues on withdrawing the needle. 
Smith says that a slanting position of the needle 
during the injection has no advantage, but only 
makes for confusion as the vein may be missed or 
torn with subcutaneous oozing. 

McPheeters thinks that when a slough develops 
excision and immediate suture with non-absorbable 
material is probably the best mode of treatment. The 
following precautions must be taken in making the 
injection : 

1. Have a good light. 

2. Employ a sterile technic, a 26 gauge needle, 
preferably with a short bevel. Ii the bevel of 
the needle is too long, the vein may be trans- 
fixed. If the bore of the needle is too large, 
leakage may occur. 

3. Make the injection accurately into the lumen 
of the vein. The injection must always be in- 
travenous, never peri or paravenous. Aspirate 
some blood in the syringe before, and, at short 
intervals, while injecting so as to make sure 
that the needle is in the vein. 

4. Stop the injection immediately when there is 
doubt as to whether or not the solution is 
going into the lumen. If the patient complains 
of acute pain, determine its location and char- 
acter. If it radiates along the course of the 
vein, it does not call for the cessation of the 
injection. 

Yearly inspection is advisable. Neighboring super- 
ficial veins not infrequently dilate abnormally, be- 
come varicose and necessitate appropriate treatment. 

A word should be said here in regard to the use 
of vein occluders. McPheeters, Carter and several 
others have devised metallic ring or wire occluders. 
Strickler uses a stethoscopic tubing occluder. Schmier 
recommends the double tourniquet method and Herz- 
berg has devised a very ingenious double ligature 
apparatus consisting of two metal bands connected 
by a sliding handle. Very efficient work can be done 
without the use of any of these devices. 


> 
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RECURRENCES 

The question of recurrences is an important one 
as permanency of cure is one of the chief aims when 
judging of the value of the injection method as com- 
pared with the surgical excision of varicose veins. 
Laqua’s statistics show that there is no recurrence 
in from 85 to 100 per cent. of the injected cases ac- 
cording to different authors. His figure for recur- 
rence by this method is 14 per cent. for the average, 
while for surgical excision he considers there is from 
20 to 40 per cent. of recurrences. Levi states that 
recurrence follows in 30 per cent. of surgical ex- 
cisions, while Schwarz and Ratschow cite this figure 
as varying from 15 to 50 per cent. 

Kilbourne’s statistics give recurrence in 6 per 
cent. of injected cases. Gillespie and Strobell found 
three recurrences in 81 cases (nearly 4 per cent.). 
De Takats found the percentage higher; i.e., 10.8 per 
cent. in his series of patients who took the full course 
of treatment. He thinks that patients should be re- 
examined every three months during the first year. 
Also, that if the legs are not bandaged for some time 
after injection, the recent artificially formed throm- 
bus may canalize and an early recurrence result. 
While such recanalization of thrombi may and un- 
doubtedly does occur, yet, as Holman remarks, new 
varices may appear unquestionably due to failure to 
produce thrombosis up to the entrance of the saphen- 
ous vein into the femoral vein. Unwillingness to 
inject the saphenous vein near the fossa ovalis be- 
cause of the danger of embolism may make a com- 
bination with surgery necessary. 

The frequency of recurrence by recanalization is 
supported by the findings of Howard, Jackson and 
Mahon. Of 66 patients treated by them for varicose 
veins with sodium chloride (20 per cent.) 49 were 
examined a year or so following treatment. Of the 
49 there was a recurrence in 48. There was recur- 
rence in 79 per cent. of all patients treated and in 
98 per cent. of all patients followed a year or more. 
This recurrence was by recanalization and the au- 
thors consider that interruption of the continuity of 
the vein by excision, especially in the presence of 
incompetent saphenous or perforating valves, is vital 
in securing permanent relief. 

The one most commonly discussed shortcoming of 
the injection treatment of varicose veins is the high 
percentage of recurrences. Recurrences are due to: 

1. The fact that the underlying cause of the con- 
dition is still present. 

2. Too great dilution of the sclerosing fluid or in- 
sufficient concentration of the fluid. 

3. Failure to thrombose the great saphenous vein 
in the thigh completely even to the saphenofem- 
oral opening. 

4. Normal recanalization, which is nature’s nat- 
ural effort to restore the venous pathway if the 
thrombosis is not firm and hard. 

To prevent recurrences: 

1. Locate the great saphenous trunk and sclerose 
it up to the saphenofemoral opening. 

2. Empty the veins before injecting, to aid con- 
centration. 

3. Localize the sclerosing fluid by the use of 
tourniquets or occluders, so as to prevent ex- 
cessive dilution. 

4. Choose sclerosing solutions according to the 
type and size of veins; for the small, thin walled 
veins use milder solutions, such as invert sugar. 
For large saccular veins, I always use either 
20 per cent. or 40 per cent. sodium salicylate 
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solution. Many clinicians use dextrose with 
sodium chloride combinations and for the pick- 
ups, the quinine and urethane solutions. 

5. Continue treatment until all the varicose veins 
are sclerosed satisfactorily. Palpation of the 
injected vein shows at first a slightly tender, 
hard, cord-like structure- with some perivascu- 
lar induration. There may result a local pig- 
mentation which subsides entirely in a few 
weeks. 

6. Have the patient return in two months after 
discharge for check-up and at longer intervals 
after that. Relapses are best managed by early 
treatment of the newly developing’ varicose 
veins. 

7. Employ judicious after treatment: Forbid the 
wearing of tight elastic garters. Advise against 
long maintenance of standing posture. 

8. Remove any cause of obstruction to venous 
return-flow, as pelvic tumors. 

9. Have patient avoid abdominal straining, such 
as excessive effort during defecation, micturi- 
tion, etc. 

THE TREATMENT OF VARICOSE ULCERS 

The curing of inveterate varicose ulcers by the 

injection and sclerosing of corresponding varicose 

veins has been one of the remarkable results of this 
method. Varicose veins impede the return of the 
blood, lead to congestion, impaired nutrition and ul- 
ceration. Wright reports that, within the past two 
years, he has treated and cured 324 out of 478 cases 
of indolent varicose ulcers by injecting the highest 
veins with sodium morrhuate. Following the injec- 
tion, the leg is firmly encased from foot to knee with 
a 3-inch spiral adhesive bandage overlaid with splints 
to avoid slipping. Any discharge will seep through 
the bandage and should be washed off with soap 
and water. The interval between the first and second 
treatment varies from two days to two months ac- 
cording to circumstances. When healing is com- 
plete support is given by an Unna bandage. Most of 
the cases were cured within a few months. Many of 
these patients had refused recommended amputation. 

Pennoyer reports 26 cases of long-standing indo- 

lent ulcers cured by the injection method; Stuebner 

saw 96 per cent. of his ulcer cases similarly cured. 

Isaak insists that varicose ulcer of the leg is most 

successfully treated by obliteration of the varicose 

veins; he had remarkable cures in 100 cases of ex- 
tensive crater-like ulcus cruris. He states that the 
frequently deep and extensive ulcers that are caused 
by embolic occlusion of the veins and surrounded 
by healthy skin heal rapidly and permanently. Baker 
has successfully combined Unna’s paste boot (con- 
tinuous pressure) with injection of varicose veins 
in cases of varicose ulcer. Dainow treated 18 cases 
of varicose ulcer successfully with injections of 
acetylcholine hydrochlorate; 17 were cured in less 
than six weeks. 

CoNTRA-INDICATIONS AND PRECAUTIONS 

The general contra-indications to the sclerosing 

treatment of varicose veins and varicose ulcers re- 

main about the same. It is important to elicit a 

thorough history and to make a complete physical 

examination. The contra-indications follow: 

A. Systemic Diseases: 

Hyperthyroidism; active tuberculosis; acute 
colds; infections. 

B. Local Conditions: 

Impairment of the arterial circulation as in 
Raynaud’s disease, or in thrombo-angiitis ob- 
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literans; lack of patency in the deep veins; 
acute or subsiding superficial phlebitis. 

In addition, some consider diabetes, cardiorenal 
disease, and arteriosclerosis as contra-indications. 
Higgins includes phlegmonous alba dolens and inter- 
mittent claudication. Pregnancy during the early 
months is not a contra-indication nor are borderline 
cases of cardiorenal disease. If the varicosities are 
secondary or consecutive to an obstructive lesion in 
the pelvis, the causative lesion calls for removal. 

As regards blockage of the deeper veins, this may 
be shown by a positive Trendelenburg test. In Perthes’ 
test, the constrictor is applied about the thigh while 
the patient is standing and the superficial veins are 
engorged. The patient then walks about or works 
his leg actively. Due to the pumping effect of the 
alternate muscular contraction and relaxation, the 
return of blood through the deep veins is facilitated 
and if these are patent the veins will empty. The 
aim of treatment is to obliterate the superficial vari- 
cose veins, and to utilize the deep veins for the re- 
turn circulation. In a few cases, the saphenous vein 
will require ligation. 

Avoid injecting irritating solutions in thin-walled 
veins which might easily rupture under injecton. 
Make the injections from below up. Veins about the 
site of an ulcer should be avoided because the area 
is usually infected. Gillespie and Strobell introduce 
the needle in the skin at some distance from the 
varix and traverse quite a thickness of subcutaneous 
tissue before entering the vein. 

Generally, when the injection of a certain solu- 
tion fails to give results it is better to change the 
technic or the solution used rather than persist with 
heavier injections of a solution which does not act. 

Keep in mind that every dilated vein is not neces- 
sarily a varicose vein. The symptom may be due 
to some other condition than varicosity (arthritis 
deformans, flat-foot, pregnancy, etc.). 

4801 Drexel Boulevard. 
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Injection Treatment of Various Veins 
(Concluded from page 2) 
tor of the veins that best safeguards the patient 
against recurrence. 

In the average non-ulcerated case we prefer to 
sclerose from below upwards. The first treatments 
are given about the ankle. When the veins here are 
obliterated those immediately above in the leg are 
taken. The thigh is treated last. Many large veins 
go up to the groin. We never treat above the middle 
of the thigh because of the danger of sclerosing the 
deep iliac veins. 

The permanency of the results in cases that re- 
spond well to treatment we cannot speak about ex- 
cept in terms of three years. It must be remem- 
bered that these people suffer from what we have 
chosen elsewhere to call the varicose disease. New 
veins do appear independently of those that have 
been sclerosed. They are small at first and may be 
easily obliterated. Some completely thrombosed 
cases go for three years without any need for subse- 
quent therapy. The worst recurrences occur in 
those whose veins have never been completely throm- 
bosed. The veins become almost invisible from the 
treatment but reappear again in six months to one 
year. Thus we see that a perfect cosmetic result 
is no guarantee against a recurrence. However, the 
oldest cases with us show generally good results, 
more permanent than expected and most satisfying 
to them. The patients feel that they have always a 
recourse to finish any vein that becomes too prom- 
inent without interrupting their ordinary way of 
life. In contrast, see what we did in the former 
times when all such cases were subjected to surgery. 
The patient had a period of disability that lasted 
from three to four weeks. He was then left with 
the same liability to recurrence that we have today 
from a simpler procedure. We note that we have 
sclerosed a large number of post-operative recur- 
rences. Many of them are our own. They do not 
hesitate to express their preference for the newer 
way. 

Serious accidents or fatalities have not occurred to 
us in caring for over 1000 consecutive cases. This 
means over ten thousand individual sclerosing injec- 
To our knowledge we have never had an 


tions. 
embolus. If embolus does occur it is not always 
fatal. A few deaths have been reported in the litera- 


ture from the treatment. One death occurred in 
Brooklyn in 1929. The best safeguards against 
serious or fatal accidents would seem to be the avoid- 
ance of overdosage, the maintenance of normal 
physical activity, and the absolute forbidding of any 
local massage. 

1257 Dean Street. 


Dysmenorrhea 


Theelin hypodermically works well in many cases, daily doses 
during the period 
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Urology for the General Practitioner’ 
VIII—The Seminal Vesicles 


Victor Cox PEDERSEN, 


A.M., M.D., F.A.C.S. 


New York, N. Y. 


Part I 
Anatomy and Infections 


HIS contribution is presented to physical ther- 

apists rather than urologists because so many cases 

of seminal vesiculitis are now being treated by 

physical measures. From time to time I see errors in 
diagnosis to whose avoidance this paper is inscribed. 

Physical therapy may be regarded as the production 

of reparative physiological processes at the lesion by the 


SEMINAL 
VESICLE 


Fig. 1.—Demonstrating the complexity of the mucosa of the seminal 
vesicle and ampulla of the vas. The solid lines show their positions in 
the upper quadrants of the deep perineum and the dotted lines indicate 
their wide extension beyond the fateral borders of the prostate gland. 
(From Gray's Anatomy, 19th Ed., 1913.) 


application of energy. This energy may be heat, light, 
electricity, massage, passive motion and active motion as 
familiar examples, in various sequences and relations. 
The great importance is obvious as to the recognition 
of the site and nature of the disease and of proper selec- 
tion of physical procedure. This status parallels the 
decision between operative and nonoperative treatment 
in any disease. 

One must consider vesiculitis in its varieties, and their 
recognition and distinction. 

VARIETIES.—Vesiculitis may be primary and sec- 
ondary, acute, subacute and chronic, unilateral or bi- 
lateral, congestive, catarrhal, suppurative, gonococcal 
(all with or without occlusion of the ducts) and neo- 
plastic. The gonococcal is the most common and often 
chiefly antecedent to the suppurative and catarrhal 
forms, as in urethritis, although both these types may 
be primary. Abscess and perivesiculitis comprise the 
type with occluded ducts, happily less and less common 
as treatment improves. 

A clear concept of the pathology aids in comprehend- 
ing the confusing picture. 


1. Acute spermatocystitis without retention adds to 
the pathology of the antecedent urethral or other lesion 
congestion. The exudate contains desquamated ciliated 
epithelium, red and white blood cells, scattered pus 
cells, serum and detritus. Penetration and superficial 
destruction by the process change the serous to purulent 
exudate. At some pojnts the lesions are more severe 
than at others. After temporary distension the sac 
evacuates and continues to drain pus. The pus may 
ooze away without even temporary distension. 

2. Acute spermatocystitis with retention has all the 
pathology of an abscess, with more or less obliteration 
of the sac and perivesiculitis extending into the adnexa 
and pointing into the perineum, bladder, rectum or 
peritoneal cavity. If evacuation occurs through the 
duct, then all the foregoing features are intensified. 

3. Chronic vesiculitis without retention (in sac and 
duct), continues a scanty or copious, persistent or re- 
lapsing discharge. The sac is sometimes atrophied to 
a cicatricial or infiltrated cavity with little or no dis- 
charge, (vesiculitis sicca) and corresponds to atrophic 
rhinitis, for example. 

The meaning of all this pathology is comprehended 
by remembering what Picker’ has said, after bismuth 
paste distensions, that from the material comprising 56 
normal and 16 pathological specimens may be made the 
following anatomical classifications: (1) simple straight 


Fig. 2.—Chronic seminal pyovesiculosis. Fifty minims of collargol injected 
into each side. Great lateral extension and tortuosity are shown (3) 


tubes; (2) thick twisted tubes with or without diverticu- 
la; (3) thin twisted tubes with or without diverticula; 
(4) main tubes straight or twisted with larger grape- 
like arranged diverticula; (5) short main tubes with 
1 XIV _ International Medical Congress, London, 1913. 


(3) Thomas & Pancoast: Observations on the ae Btageests and 
Treatment of Seminal Vesiculitis, Annals Surg., Sept., 
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large irregular ramified branches; (6) miscellaneous, 
comprising (a) embryological abnormalities and (b) 
pathological conditions. Of the normal specimens about 
one-third belong to types (1), (2) and (3) and two- 
thirds to (4) and (5). The lengths of the various 
vesicles measured from 6 to 23 cm.; the capacities va- 
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Fig. 3.—Showing ejaculatory ducts within the urethral sulcus of the 

prostate, posterior and parallel to the urethra. The oblique lines on the 

prostate show the direction and extent of the massage to avoid evacuating 
the ejaculatory ducts. 


ried from 3 to 11.5 ¢c.c. Thus it is seen that the seminal 
vesicles of the male uretitra possess the most extensive 
secretory surface with the worst drainage? 

The semen sacs are fully as complicated as the 
Fallopian tubes whose mucosa is reduplicated into high- 
ly complex folds. Small wonder that both these organs 
are so difficult to relieve of infection. 

The dissection in Fig. 1 and the X-ray picture in Fig. 
2 impress these features indelibly upon the mind. 

DIAGNOSIS: In all except the acute cases a proper- 
ly done Seven-Glass Test is the great diagnostic step. 
I am always amused when I hear a doctor exalt his 
skill in prostatic and vesicular massage as treatment 
but debase it in his results in the Seven-Glass Test as 
diagnosis. If he can do the former he can surely do 
the latter. 

My technic with its cautions and chart of diagnostic 
findings of this test will repay study by those who 
successfully massage the prostate and vesicles in treat- 
ment but claim not to do so in diagnosis. 

The following points are abbreviated from my original 
description.* 

1. Cautions: Preliminary urinary antiseptics, a five- 
hour bladderful of urine; complete instruments; patient 
comfortable; clothing adjusted; a sterile glass for each 
irrigated or evacuated specimen; 2 per cent boric acid 
preferred for irrigation. 

2. I or Anterior Urethral Glass secured by 150 c.c. 
hand syringe and 12 F. soft rubber catheter washing 
from bulb to meatus. 

3. II or Anterior Urethal Control Glass secured in 
the same manner. 

4. III or Posterior Urethral Control Glass evacuated. 

5. IV or Bladder Glass is catheterized (the bladder 


(2) Italics mine.—V. C. P. 
(4) Redecan, Victor C., Urology. Lea and Febiger, Philadelphia and 


New York, 1919, pp. 453-5. 
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is advisedly distended with boric acid water at this 
step). 

6. V or Prostatic Glass is massaged from each la- 
teral lobe from border to bui not into the urethral 
sulcus (see Fig. 3). 

7. VI or Right Seminal Vesicular Glass is massaged, 
observing the wide area covered by each vesicle. 

8. VII or Left Seminal Vesicle Glass, secured ex- 
actly as Glass VI. 

Penetration of the finger into the rectum is best se- 
cured by resting the elbow upon the anterior stperior 
spine of the pelvis and making pressure to the desired 
penetration by aid of the weight of the trunk. In this 
way the examiner’s forearm and finger are left released 
for the massage. 

The Seven-Glass Test should not be done less than 
three days after intercourse or emision, because other- 
wise the sacs will be empty and the findings not con- 
clusive. J am convinced that omission of this detail ac- 
counts for failures of the test. Conclusions will not be 
final unless the patient reports witl' a very full bladder 
so that the third or posterior urethral glass (obtained by 
urination) adequately washes the posterior urethra clean. 

The arrangement anatomically is shown in Fig. 4 and 
is very comprehensible for the Seven-Glass Test if we 
regard the pelvic floor at the prostatic level as a clock 
dial centered on the entrance of the vasa deferentia into 
the prostate. The dial from 3 to 9 o’clock and from cen- 
ter to half-way to the periphery will be occupied by the 
prostate with its apex directed toward six o'clock and 
its base along the 3 to 9 o'clock line. The seminal ves- 
icles will occupy the spaces between 2 and 3 o'clock for 
the right side and 10 and 9 o’clock for the left side, ex- 
tending from the centre to the periphery. The right 
ampulla is near 1 o’clock and the left ampulla at 11 
o'clock, also extending from the centre to the periphery. 
Half-way between the ampulla and vesicle and chiefly 
at the periphery is the ureter, usually not within reach 
of the finger. The middle line from the centre to 12 
o'clock usually has no structure related to vesiculitis ex- 
cept the base of the bladder. 
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Fig. 4.—Showing structures of the deep perineum with relation to the 
four quadrants. 
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The dotted line tangent to each lateral border of the 
prostate shows that half of the vesicle lies beyond it on 
each side (see Figs. 1 and 4). 

With this diagrammatic layout in mind, and a full blad- 
der to aid in bimanual pressure and to supply fluid for the 
specimens, the Seven-Glass Test or any other diagnostic 
step or treatment becomes itself almost diagrammatic, as 
the following tables clearly shows: 
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are rare. Only the general terms may be given because 
each in its early stages may resemble chronic seminal 
vesiculitis. 

Tuberculosis shows: (1) foci in the testis, epididymis, 
prostate, bladder, kidneys, lungs; (2) blood more prom- 
inent, pus less abundant; (3) bloody semen on inter- 
course, nocturnal emisions or massages; (4) typical de- 
posits on cystoscopy and urethroscopy; (5) tuberculin 


: TABLES OF AUTHOR’S SEVEN-GLASS TEST FINDINGS. 
Posterior Chronic Urethritis with Prostatitis. 
I. II. III. IV. V. VI. VII. 
Contents of Clear or few Clear. Turbid or Clear. Turbid; abun- Clear. Clear. 
glasses shreds large shreds dant prostatic 
(turbid). or prostatic detritus. 
elements. 


Posterior Chronic Urethritis with Unilateral Seminal Vesiculitis. 


Contents of Clear or few Clear. Turbid or Clear. Clear (few Clear Turbid; many 
glasses shreds large shreds ; elementsfrom (slightly tur- vesicular 
(turbid). vesicular ele- prostate and bid). shreds. 
ments. vesicle). 
Posterior Chronic Urethritis with Bilateral Seminal Vesiculitis. 
Contents of Clear or few Clear. Turbid; large Clear. Clear (tur- Turbid; many Turbid; many 
glasses shreds shreds ; vesic- bid). vesicular vesicular 
(turbid). ular elements. shreds. shreds. 
Chronic Urethritis with Prostatitis and Unilateral Seminal Vesiculitis 
Contents of Clear or few Clear. Turbid or Clear. Turbid; abun- Clear Abundant. 
glasses shreds large shreds. dant prostatic (slightly tur- seminal vesic- 
(turbid). elements id). ular elements. 


(seminal 
vesicular 
elements ). 


Posterior Chronic Urethritis with Prostatitis and Bilateral Seminal Vesiculitis. 


Contents of Clear or few Clear. Turbid or Clear. Turbid; abun- Turbid; sem- Turbid; sem- 
glasses shreds large shreds ; dant prostatic inal vesicular inal vesicular 
(turbid). protatic and elements elements. elements. 
vesicular ele- (seminal 
ments. vesicular 
detritus ). 
Posterior Chronic Urethritis with Cystitis. 
Contents of Clear or few Clear. Turbid or  Turbid; abun- Clear. Clear. Clear. 
glasses shreds large shreds. dant bladder 
(turbid). elements. 


Urethroscopy is available in all but the acute and more 
irritable sub-acute cases. The more recent the disease 
the more diffuse are the posterior urethral redness, 
oedema, thickening and exudate apt to be. In the chronic 
cases patent and inflamed prostatic ducts are common 
along with boggy, inflamed colliculus and its seminal 
ducts. Pressure through the rectum delivers pus from 
the prostatic and seminal ducts into the fields so that 
irrigation must be active. Slugs of pus and strings of 
mucus often hang out of the openings. In short the 
picture is that typical of chronic infection of all mucosae. 

DIFFERENTIAL DIAGNOSIS is concerned only 
with tuberculosis and cancer, which as primary lesions 


reaction; (6) tubercle bacilli by smear and inoculation ; 
(7) pain more nagging and irregular. 

Neoplasm is: (1) unilateral; (2) not associated with 
tuberculosis elsewhere; (3) irregular and increasing 
bleeding independent of known causes; (4) detritus 
rather than pus with altered or cancer cells present; (5) 
no gonococci, tubercle bacilli or other organisms; (6) no 
tuberculosis or gonococcal serum tests; (7) cystoscopy 
negative, except vascularity, infiltration, nodulation and 
later deformity over the affected side; (8) urethroscopy 
duplicates cystoscopy, but with expressible detritus; (9) 
cancer shreds in glass 3 or glasses 5, 6 and 7 of the Seven 
Glass Test. 
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Part II 
Comments on Clinical Features and Physical Therapy 


1876 is the dawn of bacteriology, four years earlier 
Noeggerath' connected the external with the internal 
sexual organs in women in gonococcal infection and 

recorded observations true after fifty-five years! Open 
approach to the female pelvic organs made their patho- 
logical study and surgical treatment easier than in the 
male. Treatment of the male has caught up with that 
of the female within the last ten or fifteen years. This 
statement is interpreted by the fact that the seminal 
vesicles and vasa deferentia are the analogues of the ovi- 
ducts and subject to the same infections and reactions. 
Their surgery has largely been abandoned for non- 
operative measures. Forgetting the operative excess in 
the female, progressive operators have repeated the same 
excess in the male. Fuller extended his vesiculotomies 
to the extreme of about 1400 cases. It is absurd to be- 
lieve that one operator could reach such a number of 
correctly diagnosticated surgical cases. Squier developed 
vesiculectomy, an admirable but unduly severe operation 
except in rare cases, rebellious to all other treatment. 


The purpose of this paper is not to ignore operative 
treatment, because I delight in its skilful use, but to em- 
phasize the distinction between operative and nonopera- 
tive cases. Very few cases are operative when first seen, 
because all treatment of urogenital infection tends to- 
ward conservative measures, particularly in gonorrhoea 
as their most common cause. Hardly any case of seminal 
vesiculitis should be operated on, unless persistent, skil- 
ful nonoperative measures have failed. Exceptions to 
this statement will be stated later in this paper. 

The incidence of seminal vesiculitis is important. Its 
four types are definite diagnoses. Their frequency is 
not great, based on my experience with regular rectal 
examination of all posterior urethritis and with syste- 
matic application of the Seven-Glass Test. My own 
estimate is that seminal vesiculitis occurs in about 25 per 
cent of all severe acute and chronic posterior urethritis. 
Necessarily in all these lesions, there is congestion of the 
prostate and seminal vesicles but not necessarily infec- 
tion. If infection occurred with equal frequency its late 
sequels would be very common in every urologist’s office. 

In point is the fact that the Annual Reports of the 
Army, Navy and Public Health Services of this country 
show a very low rate of such cases. The “Report on 
the Health of the Army for the Year 1928" shows no 
cases at all. Official letters to me from these services 
indicate that only the positive cases reach the sick cards. 
This fact is definite but not final evidence that infected 
vesicles are not common. Completely diagnosticated 
acute and chronic seminal vesiculitis is a major complica- 
tion with definite subjective and objective symptoms. 

The former reports and the following abstracts from 
literature contrast with the statements of Pugh.’ His 
experience in the United States Navy was that 75 per 
cent of the bed cases showed “enlarged and painful vesi- 
cles”. He states no distinction between infection and 
congestion. 

Classification of the antecedent urethritis is significant 
in the following abstracts. Crosbie‘ states that posterior 
involvement at 90 per cent is too high, but at 30 per cent 
is more accurate for early private cases. Caused by neg- 
lect by the patient or overtreatment by the physician it 


1 Die latente Gonorrhoe im weib Geschlecht. 


2Great Britain. 

*Pugh, W. S.: “Seminal Vesiculitis, Its Treatment by Diathermy,” 
Phys. Therap. XLVII, No. 8, 447 and “Seminal Vesiculitis, A Cause of 
Urethral Obstruction,” Ji. A. M. A., 1928, XCI, 1443. 

*Crosbie, A. H.: “Complications Occurring in Gonorrheal Urethritis,” 


Boston Med. and Surg. JI., Mch. 29, 1923, 435. 
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may be brief and without symptoms. Bierhoff® believes 
that practically every case of posterior gonorrhea shows 
involvement but not necessarily infection of the prostate. 
Involvement of the vesicles is not socommon. The pros- 
tate and vesicles should be examined whenever the gon- 
ococci persist after three weeks’ treatment. Rathbun® 
finds that practically all chronic cases present low-grade 
infection of the prostate and vesicles or urethral scars: 
often or usually post-gonorrheal rather than gonorrheal, 
with organisms presumptively present though often not 
demonstrated. 

McCahey* admits general agreement as to the fre- 
quency of prostatitis and epididymitis, but not as to that 
of seminal vesiculitis in gonorrhea and its complications. 
Two years ago he began a study of treated gonorrhea. 
Of 47 patients whose seminal vesicles were not palpable 
at the first rectal examination, 4 or 8.5 per cent developed 
vesiculitis within 6 months after infection. Of 43 pa- 
tients with vesicles palpable at the first rectal examina- 
tion 16 or 38 per cent developed vesiculitis within 6 
months of infection. Of 36 cases examined 6 months 
or more after infection having nonpalpable vesicles 1 or 
2.6 per cent had infected seminal vesciles. Of 19 cases 
examined 6 months or more after infection having both 
vesicles palpable, 15 or 78.9 per cent had infected 
vesicles. 

Junker* reports that of 35 patients with acute gon- 
orrhea, 37 with subacute and chronic gonorrhea, 4 with 
postgonorrheal and other urethritis, total 76 cases, 22 
per cent were positive and 4 per cent doubtful as to the 
gonococcus in the seminal vesicles. These observations 
agree with those of Bruems, that the seminal vesicles are 
quite frequently attacked. 

Fronstein® quotes Peterson at 4 per cent, Muller 15 
per cent and Buschke and Langer at 41 per cent for the 
incidence of gonorrheal vesiculitis, with unreliability 
resting on relapses. 

Clarkson’® found 103 out of 400 patients, a large 
group, had vesiculitis. 

Thus it seems established that vesiculitis occurs in 25 
per cent of severe posterior urethritis, especially gonococ- 
cal, and may occur in infections remote from the sexual 
organs as in colon bacillus and allied absorptive states. 
This is my own opinoin as previously noted. It is usually 
preceded or accompanied by prostatitis, funiculitis (at 
least of the ampulla), epididymitis and orchitis and per- 
sists after these lesions have improved or disappeared. 
Like any other active or chronic pus-pockets the vesicles 
may produce septic absorption, ill health or special lesions 
such as arthritis. In these details they again resemble 
the oviducts, which may remain infected after the endo- 
metritis is cured and damage general health slightly. seri- 
ously or obscurely. Beyond all cavil in every inexplicable 
syndrome rectal examination of the prostate and vesicles 
is as essential for exact diagnosis as bimanual vaginal ex- 
ploration. 

By extension through continuity of the mucosa vesi- 
culitis appears during acute or chronic posterior ure- 
thritis or exacerbations of the chronic form, or by dis- 
turbance due to irrigations, instillations. catheters, 
sounds, urethroscopes, massage, masturbation or coitus 
(normal or perverted). 


5 Bierhoff, F.: “Treatment of Chronic Gonorrhea of the Prostate and 


Seminal Vesicles,” Therap. Gaz., 1923, XXXIX, 761. # 
* Rathbun, N.: “Diagnosis and Treatment of Gonorrhea in the Male, 
Ven. Dis. Inf., VII, 3, Mar., 1927. 
™ McCahey, J. F.: “The Incidence of Seminal Vesiculitis,” Urol and Cut. 
1929, XXXIII, 369. 
8 Junker, H.: “Recognition of Gonorrheal Disease of the Seminal Vesicles 
and its Importance in the Course of Gonorrhea,” Med. Klin., Feb. 25, 
1923. 233. 
® Fronstein, R.: Zeitsch. R.: f. Urol., 1928, XXII, 497. 
1 Clarkson, J.: “An Analysis of Four Hundred Consecutive Cases of 
Gonorrhea in the Male,” Lancet, 1926, I. 119. 
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Congestive vesiculitis, in contrast with the infective, 
arises from excessive or perverted sexuality and ex- 
posure to cold, especially of the lower extremities. My 
own practice is to examine the internal sexual organs in 
disturbed urinary or sexual function, only as one step in 
searching study, because severe congestions may be al- 
most as hard to cure as infections and are the starting 
processes of infections. 

The symptoms of seminal vesiculitis vary with the 
stage (invasion, establishment, subsidence), the type 
(mild, severe, extreme), the activity (acute, subacute, 
chronic), the retention (presence or absence of drain- 
age) and the antecedents already detailed under fre- 
quency. These fundamental factors must never be for- 
gotten. 

Regular rectal examination during all posterior ure- 
thritis, with or without complications, determines the 
diagnosis and treatment of all those conditions just 
termed the antecedents of vesiculitis. 

Acute seminal vesiculitis without retention implies al- 
ways a severe posterior urethritis and usually one or 
more of the antecedent complications, often masking the 
invasion of the vesiculitis and even confusing the focal 
symptoms of its establishment. In general they are sen- 
sory, rectal, urinary and sexual. 

The sensory symptoms are pain, weight, dragging, 
throbbing, located in or refrerred to pelvis, bladder, 
penis, testes, rectum, loins or kidneys. Spontaneous 
evacuation of the vesicles causes definite pelvic colic 
according to Reliquet'', somewhat like tenesmus. 

Objectively one or both sacs show infiltration, swelling, 
tension, fluctuation and adnexal invasion as signs of in- 
fection. Irrigation of the urethra, preferably by half 
emptying a full bladder, permits one vesicle to be strip- 
ped, followed by more urine and stripping of the other 
sac for laboratory test. Or, if preferred, the sacs may 
be stripped on different days. Often the difference war- 
rants clinical attention. Detritus, pus, spermatozoa, 
ciliated epithelia are the usual findings. If the massage 
avoids the prostate there will be none or hardly any of 
its elements present, as described in Part I under the 
Seven-Glass Test. 

Urethral signs are discharge of the urethritis decreased 
during the invasion and establishment of the vesiculitis 
but relapsed with its decline. Prostatitis and free vesi- 
cular drainage increase the exudate contained in the ure- 
thra, usually as strings, shreds and slugs. 

The urinary symptoms are diurnal and nocturnal polla- 
kiuria, dysuria, tenesmus, vesical spasm and altered 
stream. Ureteral obstruction at the bladder may occur 
by pressure or infiltration. 

The rectum shows constipation from pressure, strain 
and fear of spasm, tenesmus and pain, ‘and reacts in 
milder degree as the bladder does. 

The sexual disturbances are excitement, erections, and 
emissions, occasionally with blood and often with pains. 
Emissions are more frequently the cause of the “sper- 
matic colic” of Reliquet than spontaneous evacuations of 
pus. 

Chronic vesiculitis without retention is the stage of de- 
cline and recovery of the acute, and may last for many 
months or years. Any of these symptoms may predom- 
inate: insistent perineal discomfort or pain, frequency 
and urgency of urination, pus in strings, clumps and 
slugs much increased during defecation, variable or al- 
most uncontrollable sexual excitement and at times 
blood-stained or blood-filled emissions. A very frequent 
associate is chronic prostatitis with its own syndrome. 
In all chronic cases the Seven-Glass Test is indispensable 


2 Reliquet: “Coliques Spermatiques,” 1880. 
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for exact knowledge. Systemically, there may be little 
disturbance, but absorption may be great and produce 
muscle, joint, synovial and cardiac lesions. 

Objectively per rectum one or both sacs are hyper- 
trophied and boggy and deliver characteristic pus and de- 
tritus, or they are atrophic and sclerotic with little, if 
any, exudate. Scanty or absent contents on massage are 
the rule in these cases. Reports of unsatisfactory tests 
are based on oversight of this class of case. Ciliated 
epithelium is diagnostic of the cavity of the semen sacs. 


’ Prostatic elements and pus are easily massaged from the 


accempanying prostatitis and often from the ampulla of 
the vas deferens. Again, the Seven-Glass Test should 
never be omitted. 

Acute vesiculitis with retention always passes through 
the symptoms of the other form until the abcess is pres- 
ent. Then all symptoms referable to the bladder, pros- 
tate and rectum are greatly increased. Local and sys- 
temic signs of pus appear, with typical infiltration, dis- 
tension and fluctuation of the vesicles and cellulitis of 
their adnexa, easily determined by rectal touch. The 
paths of extension and points of evacuation of the pus 
are stated under pathology in Part I. Prompt surgical 
drainage is always indicated. 

After evacuation the symptoms are always those of 
severe vesiculitis without retention except that the drain- 
age is usually external through an incision as spontan- 
eous evacuation through the ducts is rare. Modern diag- 
nostics and treatment have rendered abscess of the sem- 
inal vesicles very uncommon. 

Chronic spermatocystitis with retention presents 
either a chronic low-grade abscess or one with relapses 
of activity. Sinuses are now very uncommon, due to 
better treatment, but any perineal fistula in the male 
must be considered as possibly vesicular, as well as ure- 
thral, prostatic or rectal in origin. The posterior urethra 
is always profoundly diseased, as will be indicated by the 
Seven-Glass Test. 

The septic absorption from chronic cases is often ac- 
tive and requires careful interpretation. ‘Industrial 
chronic backaches” quite often depend on these toxic 
foci and not on injury or work. Hence a rectal examina- 
tion with complete work-out is demanded before a com- 
pensation award can be justly assessed. 

The gonococcal complement fixation test is valuable 
chiefly in these toxic absorption cases. 

The diagnosis of any form of seminal vesiculitis is 
not difficult with care as to subjective, objective and lab- 
oratory features. Its points are so clearly shown in 
Part I of this paper that repetition is not required. 

The treatment of seminal vesiculitis has undergone a 
change in favor of preventive and nonoperative meas- 
ures. Exactly as radical pelvic surgery in the female is 
decreasing so are incisions and excisions of these sacs 
less common. All the lesions fully emphasized as “ante- 
cedents” and simple congestion of the vesicles must be 
conservatively and completely cured. Efficient drainage 
must be maintained and septic absorption avoided. The 
indolence of chronic disease requires stimulation. 

About twenty years ago when I first realized the value 
of physical measures in urology, my colleagues frowned 
on them. Since that time they have gradually developed 
in use, but unfortunately diathermy is nearly the sole re- 
liance—a mistake because other modalities fulfill special 
indications better. 

Congestion may be controlled by the liberal use of 
phototherapy. The ordinary 600 Watt single lamp or 
three 200 Watt bulbs in a battery of lamps covering a 
large area of the lower front and back of the body daily 
for 30 minutes up to deeply reddened skin will often 

(Concluded on page 14) 
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Sutureless Appendectomy Incisions 


Jacos Sarnorr, M.D. 


ATTENDING SURGEON, UNITED ISRAEL-ZION HOSPITAL AND BROWNSVILLE AND EAST NEW YORK HOSPITAL, BROOKLYN, N. Y. 


Brooklyn, N. Y. 


E are tempted to record in the literature some 
rare conditions or case reports but quite often 
are reticent in discussing an everyday sub- 

ject because of its common occurrence, though of 
vital importance. There is no surgical malady more 
common and fraught with greater danger and loss 
of life if improperly handled than acute appendicitis. 
The destiny of the patient not infrequently hinges on 


FIG. 1—APPENDECTOMY 
For Gangrenous, Perforated Appendicitis. 
Incision about one and one-half inches long. 
A. Index finger introduced into peritoneal cavity. Appendix located, 
palpated and separated from surrounding structures. 
B. Appendix partly delivered. 
Fall. 


length of appendix (6 inches), tees at tip, base of 
appendix and caecum presenting in wound. 


the skill of the surgeon but at times even the most 
skilful are helpless because of the damage already 
done, which in most instances could have been 
avoided. 

The public should be educated: 

1. Not to procrastinate in calling medical aid 
when suffering from abdominal pain. 

2. Not to take cathartics for every bellyache. 

3. When a pharmacist is asked for a cathartic he 
should inquire as to its purpose; and if told that it is 
for abdominal pain, he should advise the individual to 
consult a physician. 

4. One who has the license to practice medicine 
and surgery should have the desire to invoke the skill of 
-_ those most competent to deal with this surgical prob- 
em. 

These desiderata unquestionably will minimize the 
morbidity and mortality of appendicitis. At present, 
however, the writer and many other surgeons are 
called upon to treat many of these cases of appen- 
dicitis that have already become gangrenous, and 
ruptured, and have developed peritonitis with its 
complications. The more experienced one becomes, 
the more apt is he to be called upon to treat the more 
serious of these cases. It is in this type of case that 


the writer has developed a simple technique of do- 
ing the appendectomy through so small a McBurney 
incision that he can remove the appendix, invert the 
stump, and institute proper drainage, without the 
necessity of using any closing sutures for the ab- 
dominal wall. 

Unquestionably it requires experience and a cer- 
tain amount of skill to be able to work through 
smaller incisions. Until one has acquired that fac- 
ulty, it is more advisable to make the incision large 
enough to remove the appendix with less difficulty 
and less trauma to the surrounding structures, even 
at the expense of a greater chance for the develop- 
ment of suppuration of the abdominal wall—stitch 
abcesses, and post-operative hernias. It is true, in 
clean cases the size of the incision is of very little 
consequence, as the wounds should heal by firm pri- 
mary union; but in cases of infection, the smaller 
the incision the less chance for suppuration and her- 
nia formation. It is, therefore, to the more expe- 
rienced and more deft that this following procedure 
should prove of particular interest. 

When the diagnosis is definitely established to be 
that of a gengrenous, perforated appendicitis with 
peritonitis, under spinal anaesthesia producing 
marked relaxation of the abdominal wall, a small 
McBurney incision, about an inch or an inch and one 
half in length, is made just large enough for the in- 
troduction into the peritoneal cavity of one or two 
fingers with which the appendix is located, palpated, 
separated from surrounding structures, delivered and 
removed in the usual manner. (Fig. 1.) Quite often 
the appendix may be thick and markedly distended, 
which would make it difficult to hold in a loop formed 
by the middle and index fingers and deliver it 
through this small incision. Such an attempt at for- 
cibly delivering the appendix might cause it to rup- 
ture. In such cases the writer holds the tip of the 
index finger over the appendix which guides a clamp 
held in the other hand to grasp the appendix, using 
very little pressure. The finger is then removed from 
the abdominal incision, thereby allowing the dis- 
tended appendix held in the clamp to be delivered 
through this small opening without undue pressure. 
However, should the appendix be difficult to handle 
one should not hesitate to enlarge this incision to ex- 
pedite its removal. 

Once the appendix is removed all one then needs is 
to introduce the required number of Penrose drains 
into the peritoneal cavity through this small incision. 
(Fig. 2.). These drains practically close up the open- 
ing in the abdominal wall. No sutures, therefore, are 
necessary either for peritoneum, muscle, fascia or skin. 
In the writer’s experience the entire procedure, even 
in the more difficult cases, usually consumes but five 
to seven minutes. In the past few months the writer 
has used the sutureless method in about thirty-five 
cases of suppurative, gangrenous appendicitis with 
peritonitis, both in the very young and the very old 
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and obese (Figs. 1, 2 & 3) with the most gratifying 
results. 
The advantages of doing the appendectomy in sup- 


FIG. 2-SUTURELESS APPENDECTOMY INCISIONS 

A. For Acute Gangrenous Appendicitis with Diffuse Peritonitis in a 
girl of eleven. The incision is just large enough to admit two fingers. 

B. Same, following introduction of two cigarette drains completely 
filling abdominal opening. 

©. Three days later, a small rubber tube replacing the two drains. 

D. Same type of case in a boy of seven. The opening is large enough 
to admit one finger, for the insertion of one drain. 

In both cases the appendectomy was performed with no difficulty 
and each consumed but five minutes. 


purative cases through such a small incision with- 
out suturing the abdominal wall are: 

1. The smaller the incision the less chance for ex- 
tensive suppuration of the abdominal wall, hernia 
formation, as well as post-operative adhesions. 

a 2. No foreign absorbable or non-absorbable su- 


FIG. 3-SUTURELESS APPENDECTOMY INCISION for 

Gangrenous Perforated Appendicitis with Diffuse Peritonitis in a 

. woman, 72 years old, weighing 350 pounds and so obese that she 
required the use of two beds. Recovery uneventful. With the 
a ordinary incision and consequent suturing of the abdominal wall, 
most likely, a great deal of suppuration, sloughing and stitch 

abcesses, with a tendency to hernia formation, would result. 
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ture material is left in the abdominal wall which may 
cause extensive suppuration or stitch abcesses. 

3. The convalescence is shortened and made more 
pleasant because the pain produced by the constric- 
tion and the removal of skin sutures is thereby 
obviated. 

1406 Albemarle Road. 


Comments on Clinical Features and Physical Therapy 
(Concluded from page 12) 


stop congestion in a few days. At home very hot sit- 
ting baths at bed time augment the light treatment. 

The high vacuum glass electrode activated from the 
Oudin terminal of the high frequency machine or from 
the negative pole of the static machine will not only aid 
the phototherapy but also check early actual infection 
and benefit established infection. As shown in Part I 
of this paper, the vesicles are so far lateral toward the 
pelvic wall that the electrode must be at about 45 degrees 
to the midplane of the body for proper application. 

Infection is also controlled by the proper use of the 
X-ray. For this type of work I have always found the 
static machine to develop a type of roentgen rays of deep 
penetration, high therapeutic values and very little ten- 
dency to burn the skin. Phototherapy is an efficient cor- 
rigent of X-ray dermititis. 

For the anemia and malnutrition of many chronic 
cases ultraviolet light, heliotherapy, active and passive 
exercise, massage and hydrotherapy have great value in 
proper selection and sequence. Indolence of circulation 
indicated by obstinate discharge is benefited by dia- 
thermy. A lareg electrode 8 in. x 10 in. is placed upon 
the suprapubic region under a sandbag and another under 
the gluteal region and mild current (about 400 milliam- 
peres) is passed through the entire pelvis for its bene- 
ficent stimulation of its whole anatomy and physiology. 
If I desire this current for the vesicles individually I 
rarely exceed 250 M. A. The rectal electrode is 45 de- 
grees to the midline and a large distributing electrode is 
on the lateral suprapubic region of the same side. Much 
more important than the heat perceived by the patient is 
the unknown actinic influence. 

When pressure is required to empty the vesicles of thin 
or thick pus digital massage is very necessary. The la- 
teral position of the vesicles and the precautions for 
their successful massage are detailed in Part I of this 
paper. Indifference to these principles renders massage 
not satisfactory. 

In many of these cases sinusoidalism is a comfort to 
the patients. The current is about 10 M. A. and the 
sinewaves 36 per minute or less. Here again a strong 
current and rapid sinewave exhaust the parts. Nature 
herself does not act violently or rapidly in her recovery 
processes. 

The antecedent posterior urethritis and other major 
complications should receive very careful management. 
and general health, strength and nutrition require recog- 
nized methods. 

It is hoped that the simple principles stated in the two 
parts of this paper will be of real value to general practi- 
tioners. 

45 West 9th Street. 


The Effect of Cooking on the Digestibility of Meat 


Raw meat is digested in vitro much more slowly than cooked 
meat. Over-cooked meat is very slowly digested as compared 
with underdone meat. The maximum rate of digestion is obtained 
with underdone roast meat. Re-warmed underdone meat does not 
diminish its digestive rate. Re-heating with consequent over- 
cooking diminishes the rate of digestion. The rate of digestion 
of meat (raw or cooked) is the same whether trypsin alone be 
pony = ee followed by trypsin—W. M. Clifford, Biochem. J., 
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So This Is Stammering 
(A Left Handed Brain) 7 


Rospert KincMANn, M.D., F.A.C.P. 
Brooklyn, N. Y. 


SERIOUS collision at sea recently resulted, ac- 

cording to the newspapers, from the handicap of a 

stuttering officer who could not, in the excitement 
of the moment, get himself together in time to give the 
necessary orders to the helmsman. 

Stammering, under these circumstances, can be far 
more than an embarrassing speech defect. It can be a 
dangerous and even fatal handicap. 

One lesson easily deduced from this incident is that 
no man with such a handicap should ever be permitted 
to occupy a position, on land or sea, where life and 
death may suddenly depend on his ability to transmit a 
verbal message or command in the shortest possible time. 

Another deduction that can be made, though not so 
easily, is the fact that this officer was left-handed. 

Left-handed because he stuttered? So think those who 
know most about stuttering and left-handedness. 

But because a person may be fundamentally left- 
handed without the left hand showing any signs of su- 
perior dexterity over the right, considerable difficulty 
is being encountered in hammering the fact of the con- 
nection between stammering and left-handedness into 
the minds of educational authorities and the public in 
general. 

One reason for this difficulty is that the seemingly 
simple function of speech is really one of the most com- 
plicated in the human body. From the point of view 
of anatomy and physiology, speech includes not only 
oral speech (talking), but also auditory speech (hear- 
ing), visual speech (reading) and written speech (writ- 
ing )—everything that has to do with the expression and 
conveyance of ideas from one person to another. 

In the brain, the control stations of these four sub- 
divisions of speech are inter-related by a complex sys- 
tem of nerve fibres and tracts that cross and recross each 
wther. In this criss-crossing lies the first clue to the 
close connection between stammering and left-handed- 
ness. 

Normally the nerve cells that originate words in the 
brain and the nerve fibres that convey them to the lips, 
are linked up with the cells and fibres that do the same 
thing for words as written by right-handed people. 
Sometimes, instead of being properly hooked up with 
right-handed writing, the talking cells and fibres get 
tuned in on those that lead to left-handed writing. 

When this unusual crossing occurs, the result is a 
mental short circuit. Everyone knows what happens in 
case of an electrical short circuit—spluttering, sparks 
and a blown out fuse. Something very similar happens 
in case of a short circuit in the speech apparatus. Only 
in place of sparks and spluttering, when a mental fuse 
blows out there are stops and stuttering. 

A second clue to the connection between stammering 
and left-handedness is to be found in the fact that hu- 
man beings are two-brained as well as two-handed. 

The human brain consists of two halves or hemis- 
pheres, each an exact replica in reversed pattern of the 
other, like the left and right of a pair of gloves. The 
right brain in a general way governs the left side of 
the body and the left brain the right side of the body. 
One member of this pair, as is customary in any part- 
nership, business or domestic, habitually takes the lead 


in initiating ideas and movements; the other follows 
and co-operates. 

If this were not so, disaster would result in the 
body, just as surely as it does in the family or firm 
where both heads try to govern at the same time. 
Imagine what would happen if one hemisphere gave 
the order to go up stairs, while at the same time the 
other gave the order to go down! To avoid the com- 
plications that would result if both halves of the 
brain shared the leadership, we are all born with 
one side of the brain predominant over the other. 

But the side of the brain that predominates is not 
the same in all of us. In most, 96% to be exact, 
the left hemisphere is the leader. Because the left 
brain directly governs the muscle movements of the 
entire right side of the body, these individuals are 
naturally right-handed. Their left brains and right 
hands act together in taking the initiative. 

In 4% the reverse is true. The right hemisphere 
is the leading half of their brain and they are nat- 
urally left-handed. 

Under certain circumstances a division oi leader- 
ship does occur and manifests its presence by the 
confusion and hesitancy of speech we call stammer- 
ing. What are these circumstances? 

Times of emotion and excitement in naturally 
right-brained and left-handed persons who have 
taught the opposite side to take the lead. Under 
mental strain and stress we all tend to act more 
naturally and to forget or use with difficulty any 
artificially acquired mannerisms or habits. 

What happens when a naturally right-brained per- 
son who has transferred leadership to his left brain 
becomes nervous or excited and tries to talk? Train- 
ing says the left brain should control his words. 
Nature sees a chance to reassert herself and insists 
that the right brain again take the lead. 

As the two hemispheres see-saw against each other 
for a decision as to which shall dominate, there is an 
outward hesitancy and spluttering that does not 
cease until the appearance of co-ordinated speech 
shows that one or the other has gained the upper 
hand. Like two persons trying to talk at the same 
time, one is finally forced to give in and let the other 
have the floor. In the meantime the ship may have 
been lost. 

But, it may be objected, right-handed persons 
stammer, and an honest to goodness stammerer 
stammers when he is not excited. 

True, and not true. Persons who use their right 
hands to better advantage than their left do stammer. 
Nevertheless, they may be mentally left-handed just 
the same. Stammering is a sign of left-handed ten- 
dencies in the brain, not necessarily in the hand. 
The hand can be satisfactorily reversed; the brain 
cannot. 

Babies born left-handed in the ordinary sense 
sometimes change to right-handedness without a 
struggle. In a world where everything is adapted 
for the right hand and where the majority are right- 
handed, they can reverse their physical handedness 
before their preference for the left is even. noticed. 
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These children grown up furnish the examples of 
paysically right-handed stammerers. Mentally the 
left-sided tendency of their right hemisphere keeps 
right on trying to dominate the left brain. Hence 
the stammering. To change the dexterity of the left 
hand is quite a different matter from changing the 
dominance of the right brain that causes it. 

That a confirmed stammerer does not have to get 
excited to stammer is also true. But stammering, 
like any other bad habit, once commenced, tends to 
perpetuate itself. Do a thing the wrong way once 
or twice and a bad habit is formed. Many stammer- 
ing children are always conscious of their defect and 
can never speak under any circumstances without 
being nervous and apprehensive. Any treatment that 
will teach them to control their emotions and allay 
their nervousness will improve their speech. 

This proves nothing more than that nervousness 
was a complicating symptom of stammering, by no 
means that it was its ultimate cause. Special tests 
will always reveal the presence of mental left-hand- 
edness in these cases even in the absence of outward 
physical signs of left-handedness. 

Cures are claimed for psychoanalysis. This, again, 
even if true, is not a proof that complexes are the 
primary cause of stammering; although they may 
be the stumbling-blocks leading to the emotion and 
nervousness that provokes confusion between the 
two rivals for dominence in a brain where the matter 
of dominance is not definitely decided. 

Psychoanalysis deals with functional, not organic 
conditions and therefore cannot effect the natural 
dominance of one side of the brain. Nor can it di- 
rectly allay the confusion that arises when the two 
are contending for leadership. But by reducing to a 
minimum the friction of hidden complexes, it can 
do away with unruly emotions that act as the im- 
mediate instigators of stammering in a brain already 
predisposed. 

Not the complexes themselves, but an unstable 
psychological speech mechanism is at the bottom of 
stammering. And while complexes may be the im- 
mediate provocation, they are not the anatomical 
cause. If speech instability did not already exist in 
the individual, the complexes would have drawn at- 
tention to themselves by some other neurosis than 
stammering. 

As a matter of fact, a great many stammerers, in 
spite of improved emotional control and the admin- 
istration of psychoanalytic catharsis, still continue to 
stammer. 

On the other hand, the number of cases of stam- 
mering that have been inaugurated by ill advised at- 
tempts to change left-handed children into right- 
handed ones, and the number of cures that have been 
brought about by stopping such unwarranted inter- 
ference, are sufficient to warrant a conclusion of 
cause and effect. 

Parents and teachers are beginning to learn of this 
fact, and the ancient and ridiculous prejudice against 
left-handedness is weakening. Children are being 
allowed to retain their natural dexterity. 

In September 1928 the Board of Education of New 
York City relaxed for the first time its iron-bound 
law that every child must be taught to write with 
the right hand regardless of nature’s intentions. On 
this date a set of rules went into effect providing 
instruction in writing with the left hand for children 
of strongly left-handed tendencies. 

This is a step in advance, but does not go far 
enough. The degree of left-handedness is no indica- 
tion of the amount of disturbance that unwise inter- 
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ference may set up. Pupils with mildly left-handed 
tendencies should also be allowed to decide with 
which hand they prefer to write. 

Even this is not sufficient, as it does not take into 
account physically right-handed stammerers who 
stammer because they are still mentally left-handed. 
Every such case should be tested with the four forms 
of writing of which the two hands are capable and 
with the manuscope, an instrument for determining 
which eye is the dominant one that tells to a hair 
which hemisphere of the brain is the leader. 

What good this will do may be seen from a case 
record published some time ago by a pioneer worker 
in establishing the connection between stammering 
and left-sidedness. 

A boy used his left hand for the first two years 
in school. In the third grade the teacher insisted 
on the use of the right hand. This shift was enforced 
at home with knife and fork and other activities. He 
began stuttering in his fourth year and continued it 
until his freshman year in college. 

At this time the boy considered himself, and was 
considered by others, to be completely right-handed. 
However, given the special tests which determine 
the sidedness of an individual in doubtful cases, it 
was found among other things that, in spite of his 
nine years of writing with the right hand, he still 
had much greater facility with his left. Using the 
latter his letters were better formed, more rapidly 
made and with fewer errors in spelling, while the 
product was of a higher quality both in content and 
grammatical construction. There was no doubt that 
the unnatural leadership of the left brain that had 
been forced upon him was cramping his style as well 
as his speech. 

He was advised to make exclusive use of his left 
hand whenever it would serve. This plan was started 
in October and by Christmas his parents noted de- 
cided improvement in his speech. By May he had 
no further trouble. 

Here was a boy of college age, who to all appear- 
ances as well as to all intents and purposes was right- 
handed, and who stammered. Ordinarily he would 
lave furnished a shining example in proof of the 
assumption that stammering is not related to left- 
handedness. But examination of his brain-sidedness 
showed beyond a doubt that his right-handedness 
was merely superficial and that if he was not still 
left-handed, he ought to be. When allowed to re- 
vert to the hand which he had first instinctively used, 
his right brain was allowed undisputed leadership 
and his stammering ceased. 

To meet the problem of stammering properly, the 
negative plan of refraining from interference with 
all but strongly left-handed individuals is not suf- 
ficient. The question must be attacked in a positive 
way by submitting every right-handed stammerer to 
tests that will show his fundamental sidedness and 
by insisting on the use of the left hand in those cases 
that prove to have a dominant right brain. 

We may assume that the ship’s officer who started 
this discussion was right-handed. Doubtless he was 
tested for hearing and vision and color-blindness and 
for other physical defects before receiving his mas- 
ter’s papers. For his stammering, no one knew what 
to test. 

Proper tests would have shown that he was men- 
tally left-handed, and proper treatment might have 
reversed his handedness, eliminated his speech defect and 
saved his ship. One of these days such tests will become 
a routine matter for responsible positions in which stam- 
mering may be a fatal defect. 
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EDICAL societies, very properly, give a 
prominent place on programs for the discus- 
sion of cardio-vascular diseases. Particularly 
is this subject timely, because of the great increase 
in morbidity and mortality in this country caused by 
this large group of cardio-vascular diseases, which 
now has assumed the first place of importance as 
the herald of death—a position formerly held by 
certain greatly feared epidemic and infectious dis- 
eases, by tuberculosis and by cancer. 

Because very many of the practicing physicians who 
treat patients suffering with various types of heart dis- 
ease, including mitral stenosis, do not possess polygraphs, 
electrocardiographs, fluroscopes, x-ray machines, and 
other expensive apparatus, it might be of interest to em- 
phasize certain aids in the examination and diagnosis 
of mitral stenosis. Much has appeared in the litera- 
ture during recent years concerning the difficulties en- 
countered -n the diagnosis of mitral stenosis. 

Sir James Barr (1923), of London, says that “mitral 
stenosis has, perhaps, led to a greater amount of con- 
troversy than any other form of heart disease.” 

Goodman (1919) states—‘‘of all valvular lesions, 
stenosis of the mitral valve is the most protean in its 
manifestations.” It is most versatile in the way it ex- 
hibits itself, sometimes so cleverly disguised that one 
scarcely suspects the wolf in lamb’s clothes, and at other 
times so outspoken and brazen that it is easily recog- 
nizable. While cardiac pain occurs much more often in 
aortic disease, it is at times met with in cases of mitral 
stenosis. The occurrence of angina pectoris will usually 
lead one to overlook a possible mitral stenosis. 

Hochrein, of the Morawitz Clinic, Leipzig (1930), 
reported four cases (all women) of mitral stenosis with 
angina pectoris. As mitral stenosis is seldom associ- 
ated with angina, the occurrence in these cases may be 
explained either by some compression of the left coron- 
ary by the left auricle and pulmonary artery as Max 
Sternberg, of Vienna, believes, or by displacement and 
deformity of the left coronary ostium, as thought by 
Hochrein. 

E. Liesch (1929) reported angina pectoris in cardiac 
patients with mitral stenosis; while Herbert Elias (of 
Vienna) and Goldstein (1929 and 1930) discussed the 
differentiation of the type of stasis and decompensation 
in stenosis and insufficiency of the mitral and aortic 
valves. Vocal disorders may occur in mitral stenosis, 
with or without blood-spitting or nosebleed. Functional 
pseudo-stenosis may occur in exophthalmic goitre, as 
shown by Beretervide (1929). 

The facies in mitral stenosis and aortic regurgitation 
may be of aid, as emphasized by Sir S. RussellWells 
(1922). 

The displacement of the left nipple upward, above a 
horizontal line drawn through the right nipple, occurs 
in nitral stenosis in youthful cases, as shown by S. P. 
Schwartz (Feb., 1930). 

R. Lutembacher (Dec., 1930) spoke of “Silent Mitral 
Stenosis and terminal tricuspid syndrome,” in Arch. d. 
Mal. du ceeur 23: 782-786. 


= Remarks in the course of a_ discussion before the one hundred and 
sixty-fifth annual meeting of the Medical Society of New Jersey, at Asbury 
Park, June 4, 1931. 
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The “‘systolic shock” felt at the apex is helpful. A 
presystolic thrill may at times be felt in cases of aortic 
insufficiency, and so this adds to our difficulties some- 
times, but in aortic disease, the sharp, snapping first 
sound is missing. A typical stenotic thrill may some- 
times be better felt if the patient is in the ventral de- 
cubitus and the examining hand held against the heart 
while the patient is lying face downward. Often we 
find an accentuation of the pulmonic second sound. The 
occurrence of blood-spitting in a doubtful case, associated 
with increased blood pressure, may be due to mitral ste- 
nosis. In such cases one is very apt to obtain a history 
of rheumatic fever, chorea, sore throat, and recurrent 
attacks of tonsillitis. A typical stenotic murmur may 
also better be heard with the patient in the ventral decu- 
bitus—when missed in the erect posture. All these sug- 
gestions are sometimes of great help in clearing up a 
doubtful case. 

Cabot has stated correctly that cases of mitral ste- 
nosis are frequently undiagnosed, but certainly not to 
the extent of 50 per cent of the cases. In cases of 
marked auricular fibrillation, mitral stenosis may be very 
easily overlooked, because the presytolic thrill, the snappy 
first sound and the diastolic (presystolic) murmur may 
fail us. Holding the breath for a moment, after slight 
exercise, may bring out these cardinal features. Ocular- 
pupillary pressure may aid us in differentiating func- 
tional heart trouble from mitral stenosis, by slowing 
the heart. 

Morrison’s amyl-nitrite test may bring out a definite 
presystolic murmur and occasionally clear up the first 
sound. 

Professor N. Ortner (Vienna, 1908) has ably dis- 
cussed the question of relative pulmonary insufficiency 
in mitral stenosis. The occurrence of acute pulmonary 
edema in “silent’’ mitral stenosis may be emphasized at 
this time. Absence of definite apical displacement and 
of considerable cardiac hypertrophy would favor mitral 
stenosis. 

It has been pointed out by Goodman (1919), and oth- 
ers, that we may get definite /eft apical dullness with con- 
siderable frequency in mitral stenosis, and when asso- 
ciated with bloodspitting, one may erroneously diagnose 
a case as being tuberculous. I recall cases of this kind. 
We may, in some cases (silent or frank), hear a 
Graham-Steele murmur—a soft blowing diastolic mur- 
mur heard at the left of the sternum in the region of 
the pulmonic valves, about the third intercostal space, 
due, no doubt, to a weakening of the right ventricle and 
stretching of the pulmonic ring. 

We probably, at times, miss the diagnosis between 
aortic insufficiency with a Flint murmur and a mitral 
stenosis with a Graham-Steele murmur. However, the 
Corrigan pulse, capillary pulse, vascular signs, pulsat- 
ing vessels, Duroziez’s sign and blood pressure read- 
ings, low diastolic arterial pressure, high pulse pres- 
sure, marked difference between arm and leg readings, 
the well-known blowirg or rasping diastolic (diminu- 
endo) murmur, and the greatly enlarged heart, with 

the left border extended outward and downward, point 
to aortic insufficiency. The Flint murmur, above men- 
tioned, is only rarely heard in aortic disease and when 
it does occur this presystolic rumbling sound is, per- 
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haps, due to a “silent” mitral stenosis. C. L. Greene 
(1926) believes that this “Flint murmur,” sometimes 
heard in aortic insufficiency, is due to a false stenosis 
(mitral), and that it is an extremely rare phenomenon. 
Greene states that mitral stenosis is predominatingly a 
lesion of the young and of the female sex and pos- 
sesses many striking peculiarities, and “is seldom un- 
associated with regurgitation,” and when it occurs as 
an isolated lesion is known as Duroziez’s disease. 

Finally, I wish to emphasize the respiratory symp- 
toms and signs in mitral stenosis—bronchial catarrh, 
some emphysema, and as previously stated, hemoptysis. 
I agree with Barr (1923) that in many of the cases of 
mitral stenosis, if you carefully percuss the back of the 
chest, especially after the patient has been for some 
time in the dorsal decubitus, you will find small circular 
and oval areas from about the size of a quarter to that 
of a half dollar, or dollar, of comparative dullness. 
Over these areas the vesicular murmur is defective, the 
breath sounds rather harsh and slightly tubular, and 
frequently inspiration is accompanied by a few crepi- 
tant rales, and the heart sounds are often clearly con- 
veyed. These little areas of dullness arise from con- 
gestion in the pulmonic vessels; some of the aerating 
space is not required and the air cells are encroached 
on by the overloaded intrapulmonary vascular cavity. 
The dullness is never absolute, and the areas are apt 
to vary from day to day; some clear up, and others be- 
come established; they clear up when the patient is 
moving about, taking deep inspirations, and when fric- 
tion has been applied to the back. The percussion note 
is only relatively dull, and it is best elicited by delicate 
percussion; there should be no interference with the 
vibration of the chest walls. 

Embolism, aphasia, and right hemiplegia (blocking 
of left middle cerebral artery), and other paralysis— 
may be the first tragic accident, to cause us to consider 
the diagnosis of “silent” mitral stenosis, in a young pa- 
tient. Mitral stenosis is much more commonly met 
with in general practice, I believe, than pure mitral 
regurgitation. We do get relative mitral insufficiency 
with decompensation of a stenotic heart, and frequently 
also mitral stenosis combined with other lesions, such 
as mitral regurgitation and aortic regurgitation, etc. 
1425 Broadway. 
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Report of Case 


Penile Vincent's Angina 
B. Tatum, M.D., F.A.C.S. 


ATTENDING UROLOGIST, CONEY ISLAND AND HARBOR HOSPITALS; 
CONSULTING UROLOGIST AND SYPHILOLOGIST, BROOKLYN EYE 
AND EAR HOSPITAL; CHIEF, FEMALE AND CHILDREN’S 
UROLOGICAL CLINIC, LONG ISLAND COLLEGE HOSPITAL 


Brooklyn, N. Y. 


S. H., Stock Broker, Age 24, male, white, single. 

First seen January 23, 1930. Patient gave a his- 

tory of having had intercourse once weekly for 
several months with the same girl, the last inter- 
course being eight days ago. At the time of inter- 
course he scratched his penis due to the excessive 
activities and two days later he developed a sore 
under the foreskin which was very painful and red 
and about the size of a 25c-piece. He also developed 
six days ago ulcerations in the mouth, especially 
along the margins of the gums and around the lip 
frenum. On examination there was considerable 
ulceration in the mouth and a smear taken from one 
of these ulcers showed the spirillum and fusiform 
bacillus of Vincent, and a smear taken from the sore 
on the penis showed the same organisms. Due to 
the fact that the patient had just had his dinner, neo- 
salvarsan was not given intravenously, but powdered 
neosalvarsan was applied to the mouth ulcerations, 
as well as to the one on the penis. The following 
day there was marked improvement and .6 grams of 
neosalvarsan was given intravenously. The mouth 
ulceration and penile ulceration were both cured and 
patient discharged January 30, 1930. The patient 
was referred to a dentist for treatment of the gingi- 
Vitis. 

The girl with whom this patient had intercourse 
had been receiving treatment for Vincent’s angina 
from the dentist for two or three months, having 
been to the dentist a day or two prior to the inter- 
course, and he had probably stirred up the infection, 
the patient thus contracting it. It is believed that 
the Vincent’s infection was transmitted by means of 
saliva on the hands to the abrasion on the penis. 

32 Pierrepont Street. 


Infantile Paralysis 


1. Physical therapy is indispensable for the restoring of power 
of paralyzed muscles following poliomyelitis. Heat, muscle train- 
ing combined with electrical currents of low tension and low 
frequency are the most effective measures. 

2. Cooperation of the pediatrician, the othopedic surgeon and 
the physical therapist are imperative for the best interest of the 
patient. 

3. The earlier proper physical measures are employed, the 
more satisfactory will be the results. Definite technic and per- 
sistency in the measures instituted will bring acceptable results 
even in late and neglected cases——Richard Kovacs, M.D., in 
N. Y. State J. M., Sept. 1, 1931. 
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An Improved Wassermann Test 


HE negative blood Wassermann has never had 
much diagnostic importance; patients with 
one or more such negative tests have been con- 

sidered by the cautious practitioner as being “prob- 
ably” non-syphilitic. 

Aside from the general principle that negative lab- 
oratory tests are never to be considered as absolutely 
conclusive per se, in this particular case there are 
several other reasons for the grain of salt. Prin- 
cipally, because the Wassermann reaction has some- 
times given negative results in clinically positive 
luetic cases. 

In the presence of complement-fixing antibodies, 
hemolysis of the red sheep cells in the Wassermann 
reaction may be produced by substances other than 
complement. Among these are bile’* and natural 
antisheep hemolysin which is present in varying de- 
grees in about 95 per cent of all human sera.® 

The presence of natural antisheep hemolysin in hu- 
man blood serum has been observed by several in- 
vestigators* but the exiguous amount found has not 
been considered as a possible source of error in the 
Wassermann reaction. Recent investigations,® how- 
ever, partly touching on the subject, have shown 
such a possibility (and even a probability) to exist, 
some human sera having been found to contain nat- 
ural antisheep hemolysin sufficient to effect laking 
of one unit of red sheep corpuscles, either partly or 
totally. 

In view of the fact, then, that some human sera 
may possess complement-binding and hemolytic 
principles simultaneously, an apposite control is ob- 
viously advisable in performing the Wassermann 
test in order to check “false negative results”, at 
least when due to the mentioned factor. The writer 
employs the following method: 


Back Row 
Test tube 1 2 3 4 5 6 
Patient’s serum (c.c.) ....... 0.05 0.02 0.05 0.05 0.02 0.1 
Complement (c.c.) .......... 0.1 0 0.1 0 
2 2 3 2 2 1 
Front Row 
Patient’s serum (c.c.) ....... 0.05 0.03 0.02 0.05 0.03 0.02 
Complement (c.c.) .......... 0.1 O1 O1 
1 1 1 1 


Cholesterinized _ plain alcoholic 
antigen antigen 


Following a four-hours incubation in ice box at a 
temperature of 3 to 6 deg. C., 0.2 c.c. of sensitized red 
sheep corpuscles are added to each tube. Incubation 
in water bath at 37.5 deg. C. follows, lasting until 
back tubes 1, 2, 4 and 5 and antigen controls (not 
shown in the above table) show complete hemolysis. 

Back tubes 3 and 6 should not show any hemolysis. 
If they show partial hemolysis, allowances are made 
in reading positive results; when hemolysis in these 
tubes is complete, the test is repeated using the 
antihuman hemolytic system, or the natural anti- 
sheep hemolysin in the serum tested is extracted. 

It has been noted that the natural antisheep hem- 
olysin becomes inactive about four days after the 
blood is obtained from the patient, when preserved 
in ice box. The complement-fixing antibodies, in- 
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stead, remain active several days longer, especially 
in sera preserved after inactivation. In doubtful 
cases, therefore, the test may be repeated five or six 
days after the blood is drawn from the patient. 
The majority of sera found to contain an excess of 
natural antisheep hemolysin belonged to group four 
(Moss). The relation of blood groups to the Was- 
sermann reaction has been widely discussed by many 
writers and very recently by Schapiro®. It seems im- 
possible, however, to make any safe deduction from 
the cloud of diverging opinions. 
From the findings briefly related it can be con- 
cluded that: 
1—Some human sera contain natural antisheep 
hemolysins sufficient to partly or totally hemolyze 
one unit of red sheep corpuscles, thus influencing the 
results of the Wassermann test to the extent of pro- 
ducing negative results with positive sera; 
2—An apposite control is therefore advisable in 
performing the test, in order to avoid misleading re- 
sults. 
306 East 116th Street. 
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Intracranial Extention of Sinus Infections Treated by 
Roentgen Therapy 


According to E. J. Hirtz, unquestionably objective anomalies 
have been revealed by many roentgenograms of the skull which 
could not be interpreted otherwise than as an index of increased 
density of certain tissues (fibrosis, calcification, hyperostosis) 
due to the irritant action of chronic infections which, originating 
in the deep sinuses, have penetrated into the cerebral ventricles 
and the midbrain, possibly by way of the cerebrospinal fluid. 
Such infection, generally occurring very early, and expressing 
itself in acute attacks at intervals during the course of the life, 
has given rise to troubles of slow, progressive development. 
Prominent among the symptoms, in addition to chroaic coryza 
and posterior sinusitis, are headaches of various intensity, in- 
cluding migraine; vertigo, neuralgia, auditory and ocular dis- 
turbances, psychic and motor troubles, epilepsy, vascular spasms, 
vago-sympathetic disturbances, and various glandular symptoms. 
Treatment in such cases consistis of irradiation by rather deeply 
penetrating roentgen rays (0.30 m. spark-gap), well filtered (0.5 
and 1 mm. aluminum) ; dosage per field very weak. Four portals 
of entry are used, limited by a leaf of anti-x-ray perforated tissue ; 
one frontal, two temporo-sphenoidal, of about 40 sq. cm. each, 
and one much larger in the occipital and upper cervical region. 
Sittings given twice a week may be continued over a long period 
(100-200 sittings) without any injury to skin or blood. The 
rays reach not only the deep sinuses but also the brain and its 
integuments. In the great majority of cases the treatment 
causes no reaction; if such appears at the outset, it is mild and 
disappears rapidly. Hirtz has used this treatment on over 200 
patients since the beginning of 1925. In 35 the symptoms have 
entirely disappeared; improvement has been striking in 70, def- 
inite in 33 others; slight in 18, none at all in 2; there was in- 
tolerance in 2, and in 17 the treatments have as yet been insuf- 
ficient. Disappearance of headaches and migraine has been espe- 
cially striking in 59 of 74 cases. The soothing effect upon the 
nerves has been one of the most notable results. On an average 
it takes 3 months to show a distinct improvement. The favor- 
able response of psychonevroses opens up interesting perspectives 
for psychiatry. —Bulletin de l’Académie de Médicine, July 7, 1931. 
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Medicine 


Treatment of Angina Pectoris with a Tissue Vasodilator 

Extract 

J. B. Wolffe, D. Finlay and E. Dessen (Annals of 
Internal Medicine, 5:625, November, 1931) briefly re- 
view the work of Frey and Gley and Kisthinos in Ger- 
many with a vasodilator tissue extract prepared from the 
pancreas. This extract contains no insulin. The 
authors’ own experiments as well as the work of the 
German investigators indicate that it is not histamine. 
The authors have prepared this vasodilator extract from 
the pancreas by a method similar to that of Gley and 
Kisthinos. This extract as prepared for intramuscular 
injection contained 15 hypotensive units per c.c. This 
extract was used for the treatment of 20 cases of an- 
gina pectoris in most of which symptoms had been pres- 
ent for several years and had not been relieved to any 
extent by various methods of treatment. These pa- 
tients were given daily intramuscular injections of the 
extract in amounts of 60 to 150 c.c. the average dos- 
age being 75 c.c.; where treatment was temporarily 
stopped, it was begun again within a week. Other 
drugs that were being used when this treatment was 
begun, were continued. Smoking was forbidden, diet 
and time of meals were regulated so as to prevent flatu- 
Jence, and care was taken to have the patient avoid over- 
exertion and excitement. Under this treatment there 
was an entire cessation of anginal attacks in 11 of the 
20 cases ; 6 obtained partial relief ; only 3 were not bene- 
fited. In more than 5,000 injections there was never 
any untoward local or general reaction, except a slight 
burning at the time of injection. From their study of 
this extract the authors believe its mode of action is by 
sympathetic depression; it should not be used in cases 
of angina pectoris with parasympathetic preponderance. 
It is also contra-indicated in acute coronsry thrombosis. 
With these exceptions, the authors believe that the ex- 
tract, which they call antisypathone, should be given 
a wide clinical trial in angina pectoris. 

(Recently Hassencamp has suggested the use of in- 
travenous glucose as a valuable procedure in many cases 
of angina.) 


Addison's Disease and the Cortical Hormone of the 

Suprarenal Gland 

L. G. Rowntree and his associates at the Mayo Clinic 
(Journal of the American Medical Association, 97 :1446, 
Nov. 14, 1931) report 20 cases of Addison’s disease 
treated with the cortical hormone of the suprarenal gland 
supplied by Swingle and Pfiffner of Princeton, N. J. 
In one case no definite improvement resulted from ap- 
parently adequate treatment; in 2 cases, the patients 
were in a moribund condition when brought to the 
Clinic and died before adequate treatment could be ad- 
ministered. Five patients responded well to treatment 


with the cortical hormone while at the Clinic, but re- 
quired nearly continuous treatment after discharge to 
maintain the improvement. Three other cases showed 
similar improvement in the Clinic, but did not continue 
treatment after discharge, and died in crisis. In 9 cases 
there was good response to treatment in the Clinic, and 
patients have been maintained in good condition since 
discharge, with occasional courses of treatment or with 
small amount of hormone taken by mouth. At the 
Clinic the hormone was given by intramuscular or in- 
travenous injection, the latter preferably when the pa- 
tient was in crisis. The usual course of treatment was 
40 to 60 cc. for four to ten days. Where continuous 
treatment has been necessary, 3 to 10 c.c. daily has 
been given. The most marked effects of the treatment 
have been relief of anorexia, nausea and vomiting; re- 
lief of fatigue and increase in strength; disappearance 
of pain and improvement in sleep; decrease in pigmen- 
tation; gain in weight; return of normal gastro-intes- 
tinal activity; marked improvement in mental attitude; 
moderate increase in blood pressure when the patient 
is in crisis or in shock; increased resistance to infection 
or the effects of surgical procedures; partial or complete 
rehabilitation of the patient and return to work. 


Resuscitation from Asphyxia and Prevention of Sec- 
ondary Pneumonia by Inhalation of CO, 

In an address before the Section of Physiology, Brit- 
ish Association for the Advancement of Science. Y. 
Henderson of Yale University (British Medical Jour- 
nal, 2:687, Oct. 17, 1931) presented a review of the 
use of carbon dioxide inhalations in the United States 
for the treatment of asphyxia and the prevention of 
pneumonia. The practical work with carbon dioxide 
in the treatment of asphyxia from illuminating gas was 
begun by Henderson and Haggard ten years ago. In 
such cases a mixture of oxygen and carbon dioxide is 
given by prone-pressure artificial respiration. This in- 
halation not only eliminates the carbon monoxide, but 
also restores the normal carbon dioxide content of the 
body tissues and thus restores the general body tonus 
and stimulates the respiratory center; the oxygen sup- 
plies the oxygen deficiency. Inhalation of carbon 
dioxide and oxygen is now used not only in cases of 
illuminating gas and other forms of carbon monoxide 
poisoning, but also for the treatment of persons rescued 
from drowning; and in the treatment of asphyxiation 
of the new-born. A more recent development of carbon 
dioxide and oxygen inhalation is in the operating room, 
where it is used to combat respiratory failure under 
anesthesia, to restore a normal circulation, and to pre- 
vent post-operative pneumonia. 

(Carbon dioxide inhalations are also valuable to hasten 
recovery from ether anesthesia.) 


Blood Cultures and Focal Infections 
G. C. Cameron, C. A. Rae and G. N. Murphy (Cana- 
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dian Medical Association Journal, 25:131, August, 
1931) report blood cultures on 100 young adults in 
good general health; all the blood samples were ob- 
tained on the same day and one lot of medium used. 
Six positive cultures were obtained, 4 of Staphylococcus 
aureus and 2 diphtheroids. The ears, upper respiratory 
tract and teeth were carefully inspected for foci of in- 
fection, and such foci were found in a certain percent- 
age of the cases, but the positive blood cultures did not 
occur in any of the cases with definite focal infection. 
The authors conclude that people who are in appar- 
-yyed Ajjernuajod sow ye Aew poos 
ogenic bacteria in the blood stream. This may explain 
the common clinical observation that suppurative lesions 
develop at the site of deep injury in persons previously 
vigorous and apparently healthy. It is to be noted also that 
2 of the 4 subjects with Staphylococcus aureus in the 
blood stream had pustular acne on the back at the time 
the blood cultures were made. 

(Frequently in severe infection of the blood stream it 
is not possible to obiain a positive blood culture.) 


The Blood Protein in Diabetes Mellitus 

M. Labbé and R. Boulin (Annales de médecine, 
30 :349, November. 1931) report a study of the blood 
proteins in 100 cases of diabetes mellitus. They found 
an increase in the total protein in over half the cases 
of diabetes studied ; this increase in the total protein was 
characterized by an increase in the albumin rather than 
the globulin, with a corresponding increase in the ratio 
of albumin to globulin. There was very little differ- 
ence in respect to these changes in the blood proteins in 
diabetics with and without denutrition. Under treat- 
ment that effectually controlled the diabetes, whether 
diet alone or diet and insulin, the total blood protein and 
the ratio of albumin to globulin tended to return to nor- 
mal; in some cases the total protein and the albumin: 
globulin ratio tended to fall below normal. The authors 
note that studies by Weill have shown a similar tend- 
ency to increase in the total blood protein and the albu- 
min: globulin ratio in obesity, a condition that fre- 
quently precedes diabetes and is common in diabetic 
families. While it is difficult to explain these changes 
in the blood protein in diabetes mellitus, the authors 
believe them to be due to some abnormality in the pro- 
tein metabolism which may be associated with hepatic 
dysfunction. 

(Cardiorenal vascular disease is a common complica- 
tion of diabetes. Tests for blood inorganic sulphates 
will probably show more cases of renal insufficiency as 
these sulphates are increased before urea or non-protein 
nitrogen. ) 


Colonic Changes in Chronic Arthritis 

W. H. Dickson (Annals of Internal Medicine, 5 :408, 
October, 1931) reports a roentgenological study of the 
colon in about 200 cases of chronic arthritis. Both the 
opaque meal and the opaque enema were used, and 
fluoroscopic examination made as well as films. In 66 
per cent definite evidence of diminished tonus was found; 
in all parts of the colon haustral markings were dimin- 
ished; the transverse and descending portions of the 
colon were elongated and redundant; the cecum low in 
the pelvis and markedly atonic. These changes were 
similar to those found in rats on a diet deficient in vita- 
min B. Treatment in these cases showing the colonic 
changes described was by a diet rich in vitamines, espe- 
cially in vitamine B., which was supplied by the addi- 
tion of baker’s or brewer’s yeast or wheat germ. Under 
this diet. not only did the colon show increased tonus 
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and motility, but the arthritic symptoms showed definite 
improvement, and in some cases a complete ameliora- 
tion. The degree of clinical improvement could usually 
be predicted from the degree of improvement in the 
motility of the colon. The cases of rheumatoid arthritis 
showed greater colonic changes and a more marked 
improvement under the dietetic treatment than the cases 
of osteoarthritis in this series. The author does not 
consider that the colonic changes are the primary abnor- 
mality and the cause of the arthritis, but that a nutri- 
tional deficiency is primary and an important factor in 
the development of both conditions. 

(Some keen clinicians in searching for focal infection 
begin with the colon and work up toward the mouth. 
Often after we have eliminated foci of infection in the 
teeth and tonsils we find that there is still an important 
focus in the colon.) 


Surgery 


Spinal Anesthesia 

A series of articles on spinal anesthesia appear in 
the Annals of Surgery, for November, 1931. In this 
series E. Garside of New Orleans (vol. 94, p. 899) re- 
ports 357 cases operated under spinal anesthesia using 
Pitkin’s spinocaine. There were no deaths that could 
in any way be directly attributed to the anesthesia; 
there were 12 failures to obtain satisfactory anesthesia ; 
and 2 cases in which “an alarming” fall in blood pres- 
sure occurred. The author grants that despite its mani- 
fold advantages it can not be used as a universal anes- 
thetic. Spinal analgesia should not be used in cases of 
acute shock. E. W. Saunders of the Cornell Surgical 
Clinic, Bellevue Hospital. New York, N. Y. (vol. 94, p. 
931), reports the use of spinal anesthesia in 400 cases 
in the last three years; in most of these cases novocaine 
crystals dissolved in spinal fluid has been used; there 
were only 2 deaths that could be attributed to the spinal 
anesthesia, one a case of cholecystectomy and one a 
thoracoplasty; the pneumonia incidence was about the 
same as a similar series operated under inhalation an- 
esthesia. There was a failure to obtain satisfactory 
anesthesia in 10 per cent of the 1928 to 1929 series, and 
7 per cent of the 1929 to 1930 series. From his experi- 
ence the author concludes that spinal anesthesia is safe 
and satisfactory for lower extremity, rectal, perineal 
and hernia operations, but not for high abdominal op- 
erations nor should it be used for patients showing trau- 
matic shock. The post-operative complications are as 
numerous as with general anesthesia. The poor sur- 
gical risk, with constitutional disease, damaged heart 
vessels or kidneys is a still poorer risk with spinal an- 
esthesia. R. R. Cranmer and Earl C. Henrikson of 
Minneapolis (vol. 94, p. 905) report 220 cases operated 
under spinal anesthesia, with no anesthetic death, and 
only one case in which the blood pressure fell below 
50 mm. They believe spinal anesthesia is a safe anes- 
thetic for high and low abdominal operations, but not 
for operations above the diaphragm; it is especially 
indicated in intestinal obstruction ; and in operations be- 
low the diaphragm in diabetics and patients with dia- 
betes and renal disease. They also report a question- 
naire in regard to the use of spinal anésthesia sent to 
500 surgeons practicing in 20 large cities in the United 
States; 320 replies were received; of these 261, or 79 
per cent used spinal anesthesia. The replies showed 
that spinal anesthesia is most widely employed in New 
York City, Omaha and New Orleans, and widely em- 
ployed in Boston, San Francisco and Detroit; while 
Baltimore and Chicago surgeons are more conservative 


e 


22 MEDICAL TIMES AND LONG 


in its use. Spinal anesthesia was stated to be increas- 
ing in popularity by 275 surgeons, or 83.3 per cent. of 
those replying to this inquiry. Urologists. as a group, 
were most enthusiastic in regard to spinal anesthesia. 
Intestinal obstruction was the condition most frequently 
mentional in which the spinal was the anesthesia of 
choice. 

C. A. Roder (American Journal of Surgery, 14:454, 
November, 1931) advocates the use of inhalation of 
carbon dioxide 5 to 10 per cent in oxygen as an ad- 
junct to spinal anesthesia; this assists in maintaining 
blood pressure. With the use of CO, during the an- 
esthesia (and if necessary for some time afterward) he 
has found it unnecessary to keep the patient in the 
Trendelenburg position, while blood pressure is main- 
tained at a higher average than in cases not given CO, 
under spinal anesthesia. 


Arterectomy in Localized Arterial Obliterations 


René Leriche of Strasbourg (American Journal of 
Surgery, 14:55, October, 1931) maintains that the ar- 
teries are not merely “rubber tubes” that carry the blood 
mechanically, but that the arterial wall influences the 
circulation of the blood through its own vasomotor 
nerve supply. When an artery becomes obliterated, 
these nerves are put into a state of hyper-excitation 
which gives rise to vasomotor disturbances; cyanosis, 
pain, trophic disturbances and muscular hypotonia that 
appear after the obliteration of an artery are due to this 
cause. The obliterated artery ceases to be an artery 
and becomes a diseased sympathetic nerve. During and 
after the war, it was found that in war wounds in which 
it had been necessary to litigate arteries with resulting 
arterial obliteration, peripheral vascular disturbances de- 
veloped that were not due to the diminished flow of blood 
to the extremity. The resection of the obliterated artery 
relieved these symptoms, although it did not modify the 
circulation mechanically. It served rather as an arterial 
sympathectomy. More recently the author has done 
many arterectomies for arterial obliteration following 
ligation, trauma, acute thrombosis, arteritis due to frost- 
bite, etc., and in most cases there was marked improve- 
ment in the circulation following this procedure. In 
some cases the operation failed because it was not tech- 
nically possible to remove the whole of the obstructed 
portion of the artery. Two illustrative cases are re- 
ported, in one of which a typical Raynaud’s syndrome 
was caused by a localized obliteration of the subclavian 
artery ; the symptoms were entirely and permanently re- 
lieved by resection of the obliterated subclavian artery. 
Leriche says that physiological changes which occur after 
arterectomy are due to the resection of the sympathetic 
nerve fibers in the wall of the artery and consequently are 
identical with the changes which occur after periarterial 
sympathectomy. 


Sequelae of Aseptic Abdominal O perations 

N. J. Maclean (Canadian Medical Association Juurnal. 
25:159, August, 1931) discusses the various sequelae 
that may arise after aseptic abdominal operations. One 
of these sequelae which causes much discomfort and 
actual disability is an incisional hernia. Large incisions 
should be avoided as much as possible, and the closure 
should be firm without undue tension. A long incision 
should not replace careful pre-operative investigation. 
For the appendix operation the author prefers the Mc- 
Burney muscle-splitting incision, and finds it necessary 
to enlarge this only rarely (twice in his last 200 cases) ; 
for operations on the pylorus and duodenum the author 
uses the Kehr oblique incision, which, he has found, 
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greatly reduces the incidence of postoperative hernia. 
Another sequel of abdominal operations is acute intes- 
tinal obstruction caused by postoperative adhesions ; this 
may occur at any time after operation and may follow 
the simplest operation. No successful method of avoid- 
ing this sequel entirely has been discovered; it is most 
important to reduce injury of all tissues, but especially 
of the peritoneum, to a minimum in all abdominal op- 
erations ; spinal anesthesia in providing complete muscu- 
lar relaxation and collapse of the intestine is of great 
assistance in lessening trauma. Functional disorders of 
the colon, in which no organic lesion can be found, may 
follow abdominal operation; such functional disorders 
are the most frequent cause of persistent pain or ab- 
dominal discomfort following laparotomy. They are 
best prevented by adequate dietary and medical super- 
vision throughout the period of convalescence after op- 
eration. 


Flap Cutting in Breast Amputation 

G. H. Noble (Southern Medical Journal, 24 :841, Oc- 
tober, 1931) says that the three essentials of breast am- 
putations are: a, sufficient removal of cutaneous surface 
to prevent regional recurrence; b, shaping the flaps with 
a view of covering denuded surface; c, preserving free 
ranges of arm motion. He describes a new incision for 
amputation of the female breast, in which the lower or 
mammary flap is shorter than with the usual incision. 
Its tip does not extend beyond the nipple line so that 
some skin surface adjacent to the upper and inner 
quadrant of the breast is conserved in order to increase 
the width of the base and circulation of the blood in 
the subclavicular flap. The long or clavicular flap is 
so cut as to remove sufficient skin from the armpit to 
compensate for the difficulty usually experienced in 
covering the raw surface from which the breast has been 
removed. The flaps are transposed by carrying the 
mammary flap upward and placing it in the angle made 
by the clavicular incision and suturing it to the skin 
margin below the clavicle, while the subclavicular flap is 
displaced downward, turned over the raw surface from 
which the breast has been removed, and its end turned 
upon itself. The line of sutures is directed transversely 
high up in the armpit, with care that the distal end of 
this line of sutures does not turn downward on the 
posterior margin of the armpit. With this method of 
flap cutting and suture, contraction of the scar does not 
interfere with arm motion. Patients operated by this 
method are able to elevate the arm easily and to place 
the hand on the opposite side of the neck without flex- 
ing the neck. 


Wound Healing After High Frequency Surgery 

E. Hauberrisser (Bruns’ Beitriige zur klinischen 
Chirurgie, 153-257, Aug. 22, 1931) made a study of the 
healing of wounds after operation with the high fre- 
quency cutting current in experimental animals. He 
found that such wounds in the mucous membrane and the 
skin healed more slowly ana showed a greater tendency 
to inflammatory reaction and slight necrosis than scalpel 
wounds. The use of this method where unsightly scars 
are undesirable, as on the face, is contra-indicated. In 
operations on the tongue, however, it was found that the 
wounds healed more rapidly and as well as the scalpel 
wounds. Since the use of high frequency cutting cur- 
rent has definite advantages in some operations, especially 
because of the absence of bleeding in the deeper tissues, 
the author has used a combined incision, employing the 
scalpel for the incision of the epidermis, as for the for- 
mation of epidermal flaps for Thiersch grafts, down to 
the stratum papillare. In this way the outer layers heal 
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as rapidly as in ordinary scalpel incision, while the deeper 
layers do not react to the high frequency current with 
inflammation and necrosis. but show a gradual resorption 
of the injured tissues. The scar resembles the ordinary 
operative scar. 


Urology 


Since the first section of Urology during 1931 ap- 
peared the following interesting papers have been pub- 
lished, each covering a development of importance. 

Anatomical anomalies and their influence upon the 
sexual and urinary systems are still receiving full atten- 
tion. The following study of mobility of the trigone is 
very instructive. 


Mobility of the Trigone as a Cause of Bladder Ob- 

struction 

T. N. Hepburn (Journal of Urology, 26:501, October, 
1931) notes that the trigonal muscle is a continuation of 
the longitudinal muscle fibers of the ureters. Normally 
held firmly in place on the bladder floor, its attachment 
may be loose either as a congenital condition, or because 
of overaction of its lateral group of fibers, or Bell’s 
muscle. The author is of the opinion that this condition 
is usually congenital; often associated with hernia, and 
with symptoms usually dating back to childhood. Ob- 
structive pathology may cause hypertrophy of Bell’s 
muscle, but with the removal of the obstruction, the 
hypertrophy of the trigone disappears, and it does not 
cause obstruction unless the trigone has been detached. 
The cystoscopic appearance in cases of detachment of 
the trigone varies, according to the degree of detach- 
ment. The interureteric ridge is thickened, because the 
ureteral openings are close together ; the muscles of Bell 
are thickened ; in advanced cases there is a deepening of 
the floor of the bladder behind the interureteric muscle. 
The treatment is operative. The best operation is that 
described by Young, which is a splitting operation, mak- 
ing a trough through the obstructing trigone muscle. In 
the author’s hands, this has always given excellent re- 
sults. 


There will probably never be an ideal urinary antisep- 
tic, namely, one which exerts its maximum activity to 
destroy or at least inactivate the organisms at the mo- 
ment and in the site of their development and coloniza- 
tion, with renal irritation or mucosal irritation or ten- 
dency to them. Mallophene is one of the latest comets 
in the firmament of antiseptics. The following study is 
worth reading. 


Relation of the pH Reaction of Urine to Antiseptic 

Action of Mallophene 

R. D. Herrold and E. E. Ewert (Journal of Labora- 
tory and Clinical Medicine, 17 :49, October, 1931) report 
that they have recently made a study of mallophene, 
a urinary antiseptic of the pyridine group. Mallophene 
rarely produces any gastro-intestinal disturbances and 
can be given for long periods of time without causing 
any irritation of the kidneys. When combined with 
pelvic lavage and drainage in chronic infections, it has 
given better results clinically, in the author’s experi- 
ence, than any other urinary antiseptic. In acute cases 
one tablet three times a day is given at first to determine 
tolerance, then the dosage is incteased to two tablets 
three times a day until the pus and bacteria in the urine 
are decreased. Then the dosage is gradually reduced. 
Two tablets should be given every other day for a short 
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time after bacteriological cure in order to decrease later 
exacerbations. In im vitro experiments to determine 
the effect of acidity on the action of mallophene, the 
author found that this antiseptic is more efficient when 
added to urine in the lower acid range of hydrogen-ion 
concentration, than at the higher acid or alkaline range. 
The routine determination of the hydrogen-ion concen- 
tration of the urine in a series of 75 patients shows that 
this is within the limits of the optimum reaction for 
efficient antiseptic action in the majority, but in a cer- 
tain proportion the use of acidifying agents would be 
necessary to obtain the greatest efficiency of the urinary 
antiseptics of the pyridine group such as mallophene. 


Among anatomical abnormalities of the kidney none is 
more interesting than movable kidney. If the patient's 
attention and fear are not directed to it by lack of judg- 
ment on the part of the examiner, the patient may never 
know he has it even in high degree cases. Because the 
general embryonal defect cannot also be cured by the 
operation, most techniques for anchoring the kidney 
into place finally fail. Kidd’s procedure is more radical 
and may secure better adhesions. 


Movable Kidney 

F. Kidd (Journal of Urology, 26:327, September, 
1931) concludes from his study of movable kidney that 
this condition is most apt to occur in persons (especially 
women) with flat chest and narrow abdomen, which he 
calls the “Egyptian” type. He has found that 20 out of 
every 100 women will have a movable kidney, but only 
4 of these will complain of symptoms; 10 out of every 
1,000 males will have a movable kidney, but only 2 will 
complain of symptoms. The diagnosis is made by ab- 
dominal palpation, ordinary s-ray examination, but 
chiefly by pyelography in both the upright and the 
Trendelenburg positions. Not all cases of movable kid- 
ney should be operated. Operation is contra-indicated 
in patients with general splanchnoptosis, with tubercu- 
losis, chronic cough or heart disease, or in confirmed 
neurasthenias. Operation is indicated only if the pain 
is of the renal type; and pyelography shows a twisting, 
kinking or S-shaped bend of the ureter with dilatation 
of the pelvis and the calyces. The author describes his 
operation for movable kidney, in which the perinephric 
fibro-fat is removed; and the true capsule is stripped 
down and cut off from the upper part of the kidney; 
the lower portion of the capsule is peeled downwards 
about an inch and turned over on itself like a collar. 
Through this “collar” stitches are placed and sutured 
to the posterior abdominal wall. When these sutures 
have been tied, at least two-thirds of the kidney 
must be above the level of the twelfth rib. The patient 
must lie on the back for three weeks after operation, 
and for the first ten days, the foot of the bed is raised. 
This allows adhesions to form between the bared kid- 
ney and the posterior abdominal wall. In a follow-up 
study of 30 cases operated by this method, the author 
found that 20, or 67 per cent., were entirely cured. 


Given a common source of infection with selective . 
or facultative power to attack the kidney, there is no 
reason why a family group may not be attacked with 
nephritis as with simple colds, tonsillitis or influenza. 
Recent studies in selected infections of the kidney in- 
dicate this view as more sound than supersensitiveness 
to a common infection claimed in the following report. 


A Familial Epidemic of Acute Glomerulonephritis 
A. C. Ernstene and G. P. Robb (Journal of the Amer- 
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ican Medical Association, 97 :1382, Nov. 7, 1931) re- 
port an epidemic of acute diffuse glomerulonephritis, not 
associated with scarlet fever, occurring in a family in 
Boston. Eight of 10 children in the family developed 
infection of the upper respiratory tract, and 6 of these 
developed symptoms of acute diffuse glomerulonephritis. 
In these patients the symptoms of acute nephritis de- 
veloped from seven to ten days after the onset of the 
respiratory tract infection, an interval that supports the 
hypothesis that the glomerulonephritis results from a 
state of hypersensitiveness to the primary infection. A 
follow-up examination of the 6 patients two and a half 
years after the onset of the nephritis showed the urine 
entirely normal in 4 cases, but a slight trace of albumin 
and a few red blood cells in 2 cases. 


After many years of doubt and distrust with closed 
minds rather than of study and investigation with open 
minds urologists have begun to use physical measures. 
Unfortunately, however, owing to the compactness of 
the apparatus and its range from destructive surgical 
potential to circulatory and nutritional stimulation, dia- 
thermy is commonly used as the only modality. This 
error is almost as blind as the old one of doubt and 
distrust from misinformed prejudice. For these reasons 
a survey of all physical measures as applied to any one 
organ of the urogenital system—such as the prostate— 
is very illuminating. The following abstract of an article 
in The Lancet is much to the point. 


Physical Treatment of Prostatic Lesions 

E. C. Titus and V. C. Pedersen (Lancet, 2:788, Oct. 
10, 1931) discuss the various methods of physiotherapy 
indicated in prostatic lesions. These include heat by con- 
duction (diathermy and galvanism) ; heat by radiation 
(luminous and infrared rays); *#-rays in small doses 
as a stimulant and in large doses as a resolvent of hyper- 
plastic tissue; static wave current for contracting fibril- 
lary tissue; galvanism for sedative or relaxing effect 
through the negative pole and stimulating or contracting 
effect through the positive pole. In congestion of the 
prostate after removal of the causes or treatment of 
the primary lesion, the chief indications are deconges- 
tion and’ soothing. For this the diathermy-static wave 
or light static-wave sequence is indicated; radiant heat 
and light are also of value; the static wave current 
gives the best deep massage. If no static machine is 
available, the sinusoidal current at a rate of 30 to 60 
cycles per minute also has a massage action. The pri- 
mary lesion may require operation, and if so, this should 
not be delayed. In acute inflammation, sedative treat- 
ment and decongestion are indicated and are best sup- 
plied by radiant heat and light in alternation with mild 
diathermy with two large electrodes. In chronic in- 
flammation, mild stimulation is indicated, by carefully 
graduated diathermy through the prostatic electrode, and 
by the high vacuum glass electrode attached to the nega- 
tive pole of the static machine or the Oudin terminal of 
the high frequency machine. With retention of the ex-" 
udate, massage with the static wave or sinusoidal current 
is given. In abscess radiant heat or light and infrared 


.tays may be used for quieting pain and vascular spasm 


and reducing edema. No electrotherapy of the massage 
type should be used unless free and adequate drainage 
of pus is provided by surgical measures. Most cases of 
prostatic hypertrophy are surgical, but the need for sur- 
gery may be reduced by the early employment of physical 
measures. Congestion and inflammation of the pros- 
tate associated with hypertrophy may be treated as in- 
dicated under each of these heads. In the soft or adeno- 
matous type of hypertrophy, the static wave current re- 


lieves stasis and atony; and the x-ray is valuable to re- 
duce cellular infiltration and proliferation. The fibrous 
type of hypertrophy is usually surgical. In malignancy 
of the prostate, x-ray treatment pre- and post-operatively 
is indicated, with cross-raying from the navel down. 
Radiant light and heat applied two visits after the +- 
ray prevents or decreases x-ray dermatitis. In calculus 
of the prostate, physical therapeutic measures are in- 
dicated only after the surgical removal of the concretion 
to combat the chronic infection. These conclusions are 
based on the authors’ experience in both urology and 
physical therapy for over twenty-five years. 


The following method of reaching the vasa deferentia 
during prostatectomy is very ingenious but has the de- 
fect of an undermining wound in contrast with a direct 
approach incision. .If the prostatectomy incision happens 
to become infected then these two wounds are pockets 
requiring individual drainage. Although for approach 
to the cord the best site is at the external abdominal 
ring, in prostatic surgery the scrotal approach with col- 
lodion-sealed wounds is the best because of the greatly 
decreased opportunity of infection. 


Preliminary Vasectomy in Prostatectomy 

J. Sarnoff (Medical Times and Long Island Medical 
Journal, 59:328, September, 1931) describes a technique 
for ligation of the vas deferens through the suprapubic 
incision for the first stage of a prostatectomy. 

With the usual median suprapubic incision, the dis- 
tance between the vas and the lower end of the incision 
is‘only about half an inch; the spermatic cord is on the 
same fascial plane with the incision. The cord, and 
with it the vas, can be brought to the line of the incision 
by exerting some pressure with one finger over the 
external abdominal ring through which the cord passes, 
and counter-pressure with another finger in the line of 
incision. The vas is then grasped with a clamp, brought 
out through the wound, a segment incised and the cut 
ends ligated. This maneuver requires hardly a minute. 

This provides for vas ligation. which is undoubtedly a 
rational and valuable procedure, without a separate in- 
cision and operative procedure. _ The ligation of the vas 
requires hardly a minute and involves no dissection of 
the underlying structures. After ligation of the vas the 
cystostomy is done, whether the prostatectomy is done 
at the same or a later sitting. 


Pediatrics 


Infantile Eczema 

F. S. Smyth, K. M. Bain and M. Stallings (Journal 
of the American Medical Association, 97 :1291. Oct. 31, 
1931) report a study of 160 cases of infantile eczema 
in children from three weeks to four years of age, 83 
in St. Louis and 77 in San Francisco. There were 97 
males (60 per cent.) and 63 females (40 per cent.). A 
history of allergy in some form in the patient's family 
was obtained in 92 cases, 57.5 per cent.; in 3 cases no 
family history was available. In 65 cases, or 40.5 per 
cent., no history of allergy in the family was obtained. 
In 105 patients, or 65 per cent., the onset of symptoms 
was before the sixth month of life. Allergen tests 
were made by both the cutaneous and intracutaneous 
methods; positive reactions were obtained in 112 pa- 
tients, or 74 per cent; but 20 of those first tested under 
four months of age showed negative reactions at that 
time, later becoming positive; the youngest patient giv- 
ing a positive skin test was eleven weeks of age, but this 
was unusual. The foods were the allergens giving the 

(Concluded on page 31) 
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Make-Believe Motherhood in a Material Age 


At an age when their great-great-grandmothers 
were real mothers, the girls of high school age in 
the Dalton Schools, Inc., of New York City, are be- 
ing taught how to care for the babies of women of 
good social background who have to work for a 
living. 

This motherhood by proxy, this vicarious, phan- 
tom motherhood, is to be tentatively commended be- 
cause it purports to be preparation for actual mother- 
hood. But doubt arises as to the ultimate outcome, 
for adjustment to our more and more material age 
says nay to motherhood. 

If these girls can never achieve real motherhood 
the program of the school is a cruel one, for they 
are said to be thrilled at the idea of baby care— 
probably at home there have been few or no baby 
contacts. 

What a strange situation motherhood finds itself 
in to-day. Girls who can perhaps never achieve 
motherhood are caring for the babies of married 
working women who are so “unfortunate” as to have 
met with the “sad” biologic accident that confers 
motherhood. As they grow older forces will operate 
upon them which will alienate the idea of mother- 
hood, tend to make them ashamed of showing any 
interest in it, and “set” them for the collegiate nun- 
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nery, spinsterhood, or contraceptive marriage. They 
will have to be content with as much of “love” as 
petting gives, not being as strongly sexed as the 
aforesaid great-great-grandmothers, who would 
never have tolerated either sterile petting or a spur- 
ious motherhood. What a fate! What an age! 

The school avers that its program implies no ap- 
proval of the principle behind State care of infants, 
that there is no intention that the babies’ own 
mothers should be supplanted in any way (what a 
rare sense of humor!), and that no one can take the 
place of a mother in a child’s life (sardonic humor ?). 
Each baby is returned to the mother at night. The 
baby is cared for in this way from the age of one 
month for a period of two years. 

We wish the new experimental system and the 
girls of the next generation the best of luck. May 
each one of them, under a better social dispensation, 
achieve real motherhood unterrified by economic and 
contraceptive bogies. 


The Sales, Credit and Collections Department 

Many proposals are coming to the fore whereby 
doctor and patient are to be financed in one way or 
another. They all represent a gearing of the pro- 
fession to accord with obvious trends in the com- 
mercial world—with instalment buying, the mort- 
gage system, and what-not. 

One may, in time, hear one child inquire of an- 
other: “Are you paid for?” 

Vehicles may traverse the town looking for “un- 
licensed” citizens and taking delinquents to the 
“pound.” 

It may come to pass that school entrance will 
hinge not alone upon vaccination but upon certifica- 
tion as to the medical sales status. 

Perhaps there will be challenges at the polls on 
= days: “Have you paid your last doctor’s 
vill: 

When, at the altar, the clergyman issues the old 
challenge as to why the sacrament should not pro- 
ceed, there may some time step forward a process 
server with the doleful words: “The Bank of the 
Metropolis holds an unsatisfied note against this 
man for a mastoid operation !” 

Efficiency and service demand no less, and brisk 
business men stand ready to serve us. 

Tempora mutantur, etc. 


Gigolo Versus Prostitute 

The prostitute seems to have disappeared from our 
streets and from the former “red light” districts. 
There are no more “houses of ill-fame.” Solicitation 
has practically passed. And yet economic condi- 
tions are bad. 

Especially bad for many men. They have taken 
the economic place of the old prostitute and are now 
more or less kept by employed or economically inde- 
pendent women. Even many men who are not un- 
employed are fed, housed and entertained by such 
women. This partially accounts for the marriage 
slump. 

A woman paying the bills of a man was formerly 
exceptional. Now it excites not a ripple. These 
disguised gigolo are briskly competed for. 

So the picture has been inverted. 

This situation should affect venereal disease inci- 
dence, since the gigolo is no such large-scale menace 
to others as was the prostitute. This, however, is 
not to be interpreted as a good word for the rat. 
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The Relation of Physicians to Early American 
Science 


Dr. William Browning, the eminent neurologist of 
Brooklyn, New York, has called attention most in- 
terestingly to a striking phenomenon in the evolu- 
tion of early American science (Annals of Medical 
History, New Series, Vol. 3, No. 5, pp. 547-567). 

Taking the extraordinary part played by physi- 
cians in the development of geology as an index, Dr. 
Browning presents sketches of 100 geologists with 
a medical background and of twelve “accessory 
workers” (with some slight relation to geologic ad- 
vance) who were also physicians. All of these men 
with this double form of professional training were 
born between 1743 and 1845. 

Since, according to Von Zittel, “The third decade 
of the 19th century saw the beginning of active 
geological research in North America,” it is clear, 
says Browning, that the medical side of the outfit 
played its chief part in the embryonic period of the 
science here, “just another case of natal and pre- 
natal care.” 

Browning shows that fully one-half the personnel and 
initiative in the primary development of geologic sci- 
ence in America came from medical sources. 

This state of affairs marked an era. To-day only 
an occasional instance could be found of the com- 
bined training. Most of the men studied, remember, 
were practitioners of medicine for part or all of their 
careers, 

What was the general “etiology” of the move- 
ment? Why did these men take up geology? Well. 
they were the best prepared culturally to take up 
scientific work other than medicine itself and they 
were not fagged in spirit like the long-trained mod- 
ern man; medicine is too exacting a mistress to-day 
to permit much inconstancy. There were no scien- 
tific schools until 1824. Browning offers and dis- 
cusses very shrewdly many other special factors and 
accounts satisfactorily for the phenomenon. 

A particularly valuable phase of these men’s work 
was the preparation of the American variety of the 
genus homo (Mencken’s Americano) for evolu- 
tionary teachings. 

With the firm establishment of geology as a spe- 
cialty, and a supply of directly trained workers, the 
physician dropped out, ending the somewhat weird 
phenomenon. Browning wittily suggests that geol- 
ogy may yet reciprocate for our pioneer service in 
the interest of its infancy by rejuvenating and ex- 
tending our forgotten spas. 


2, Obfervations upon the Comet fcen in January and 
17 and of an Ecliple of the Sun, 
Feb. 18. 1736-7. made at Philadelphia in Penfyl- 


yania, ine Coll in a Letter from Kearfly 


Mr. Peter 
Evening, | faw a dull Star about 3 or 4 Degrees 
shove Mercury, and a little to the Southward of a 
Vertical pafling throngh 7, but took little Notice of 
tien, ngp thinking of a Comet ;, but by comparing 
y's the Fixt Stars, L afterwards thought it 
might be a Comet.—On tire 310, about 6 Ho. 30 
ain. P. M. Ltook its Diftance trom Venus, by a te- 


gcating Inftrument of Mr. Make, 14 Dee. 
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Min. but by a Forcftaff, 14 Deg. ¢o Min. and a 
Risht Linc pafs'd over the Comet, Venus, and the 
Piciades. The Night following, about 6 Ho. 20 Min, 
its Diftance from Venus was, by Mr. Hadley’s Inftru: 
ment, 13 Deg. \25 Min. The reft of my Obferva. 
‘tions, by fach Inftruments as I had, being none of 
the beft, and the Comet’s growing are as 


the leaft 30 Min... Thefe 
Stars, I think, were the 

South Node of Pu/ces 

brighteft from Venus 16 

Deg. 20 Min. from Alde- 
 baran 50 Deg. 30 Min. as 

I found it fer down, but 
mutt be very falfe. 
No Star the 
Comet ¢Telefcope. 
> 7 Comet from Aldebaran 3+ 


of 

hich 

was the laft Sight I had of it. 

The Eclipfe Feb. 18. could not be well ob- 

ferved here, by reafon of Clouds. "| rectified my Clock | 

by one of Heath's large Ring Dials. At 7 Ho. 18 Min. 
there was a fmall Dent in the Sun's Edge, whence the 
Beginning 1 or 2 Minutes fooner : Juft before the End, 
«iz. 10 Ho. 11 or 12 Minutes, I had a Sight of. the 
Sun again, and there was then a Dent in the Sun’s 
Edge, fo that the End muft bs 10 Ho. 23 or 14 Min. 

in the Morning: About the Middle of the Eclipfe, _ 


ere was a large nucar the Middle of the en- 
Port, which was the Nout Side of the Sun. 


Of course, medical botanists preceded medical ge- 
ologists, their birth dates going back to 1659 in How- 
ard Kelly’s study of 38 after whom some flower was 
named. 

If we take the broad field of general culture we 
will find early American medical men like Kearsley 
and Thornton distinguishing themselves as architects 
and even as astronomers, etc. A most interesting 


| 
Deg. 45 Min. by a Fore- 
Right Line from the Co. 
met over Venus pals'd over 
iy ae the bright Star in the Side 
720 Right Line over the Co- 
ward of two Stars; Di- 
 ftance of the Stars I fup- 
: 
1 
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character in the early American period was Cad- 
wallader Colden, physician, historian, mathematician, 
botanist, physicist, surveyor-general of the Colony 
of New York and Provincial Lieutenant Governor. 

It is fitting to embellish this editorial with the repro- 
duction of astronomical “Observations” made by 
Dr. John Kearsley (practitioner and architect of 
Christ Church, still standing in Philadelphia and one 
of the most beautiful structures in America), taken 
by the writer from the Transactions of the Royal 
Society for the years 1737-8, on file in the British 
Museum. 


Palliative Treatment of Cancer of the Esophagus 


Carcinoma of the esophagus often gives little 
warning of its existence until late in the course of the 
disease. Then it may be too late for treatment; even 
early it is not possible to do much for the patient, as 
many of the growths are inaccessible to surgery and 
are known to be very resistent to radiotherapy. Car- 
cinoma of the thoracic esophagus is particularly 
hopeless to treat. 

Nothing could be more pathetic than a man who 
finds it increasingly difficult to swallow. It is pos- 
sible to live for months on a liquid diet, but, finally, 
as the growth nears complete obstruction, both the 
physician and patient face a problem which seems 
hopeless. When the obstruction is complete a gas- 
trostomy may be performed, making inevitable as it 
does one of the most horrible deaths a human being 
can experience. 

Dr. D. W. Gordon Murray of the University of 
Toronto has recently given a ray of hope in some of 
the cases by his method of palliative treatment, fol- 
lowing the principles of the first exponents, Sim- 
monds and Souttar. In the September issue of The 
Canadian Medical Association Journal, Dr. Murray 
describes his technique. The stricture is first dilated 
and a tube is passed through its lumen, which tube 
will prevent closure by spasm or growth, allowing 
the passage of any sort of food provided it is first 
minced. This eliminates the symptoms of obstruc- 
tion and regurgitation of mucus and obviates the 
method of feeding by gastrostomy, which prevents 
following most occupations and shuts these patients 
from society generally. As Dr. Murray points out, 
these intubated patients have a different attitude to- 
ward life and relief from apprehension for the future. 

The tube employed by Dr. Murray is made of coil 
spring wire and is an alloy of silver and nickel. The 
tube is of fine caliber wire, making it soft, and though 
it is bent to almost a right angle on the esophagus in 
a crooked stricture, with both ends lying on normal 
mucosa, it does not produce ulceration. The metal 
tarnishes but does not corrode. 

Among the contraindications noted by Dr. Murray 
are those cases which are unfit to have ether anesthe- 
sia. Very marked cachexia, dehydration and starva- 
tion require preoperative treatment in the form of 
intravenous or interstitial salines and glucose in 
large doses. Aneurism of the aorta and tracheoeso- 
phageal fistula make the operation dangerous in the 
former and useless in the latter. 

The best suited cases are those where the growths 
are above the level of the bifurcation of the trachea. 

In summarizing his article Dr. Murray states: “In- 
tubation of carcinoma of the esophagus, especially 
in its middle third, is a palliative measure that can 
be carried out with little danger. It provides relief 


from symptoms, i.e., obstruction to swallowing and 
mucus in the throat, for periods up to ten months in 
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this series of cases. The individual is able to take 
any sort of food naturally and enjoy society gener- 
ally. With one exception the patients of this group 
were able to return to their former occupations for 
periods varying from three to ten months.” 

The writer recently sent a patient to Dr. Murray. 
The patient had been on a liquid diet for eight 
months and when he reached Toronto the growth had 
caused complete obstruction, at the bifurcation of 
the trachea. On November 25, under ether anesthe- 
sia, Dr. Murray was able to intubate the growth 
satisfactorily and on the following day the patient 
was able to take fluids in abundance and on the 27th 
was walking about the floor of the hospital and tak- 
ing solid food in quantity and feeling very fit. He 
left the hospital on the 28th, a happy man. 

Although this procedure is not curative, Dr. Mur- 
ray has added a technique which will do a great deal 
to relieve suffering in these hopeless cases.—M. W. 


T. 


Policies 

The Mepicat Times AND LoncG ISLAND MEDICAL 
JourNAL studies meticulously all charges, opinions 
and demands having to do with any of its columns 
and endeavors to hold the scales of justice evenly in 
its judgments and actions. It conceives of its sub- 
scribers and well-intentioned critics as participating 
in a trusteeship for the maintenance of journalistic 
standards that shall be reasonable, unfanatical and 
clean. 

Serious charges should be most carefully consid- 
ered. Critics sometimes come forward to inform us 
that a writer has been expelled by his County So- 
ciety, or that an advertiser is an ex-jailbird, when a 
very little inquiry on our part reveals no ground 
whatever for strongly made allegations. These critics 
are actuated by the best of motives, undoubtedly, 
but they are unscientific in their attitude to facts and 
a bit too careless about reputations just as sacred 
as their own. 

Not until serious charges are proved to the hilt 
will the MepicaL Times anp LonG IsLanp MEDICAL 
JourNAL take drastic action against any of its jour- 
nalistic constituency. Opinions and demands will 
receive grateful consideration. 

Any one of us is liable to be attacked at times and 
if our professional as well as our civil liberties are 
not properly safeguarded great and unmerited dam- 
age may ensue. Such damage may affect not only 
individuals, but also the social foundations by which 
civilized men wish to live. To whom, in that case, 
would any profit accrue? 

This is probably as good an occasion as we shall 
have to state our policy with respect to controversial 
topics, such as birth control. It is the only policy 
which befits a scientific publication; that is to say, 
this journal is a forum open to all sides of any sub- 
ject, provided only that contributions be consonant 
with high journalistic and professional standards. 


Another Governmental Fiasco 

According to Dr. Benjamin Karpman, of St. Eliza- 
beth’s Hospital, Washington, D. C., the Harrison 
Anti-narcotic Act has proven more vicious in its 
effects than the Eighteenth Amendment. It has 
socialized what was once chiefly a matter of indi- 
vidual addiction. Individual addicts could formerly 
obtain their drugs without resort to crime. The 
judicious administration of such drugs and the con- 
trol of their dosage was then entirely the concern 
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of the medical and pharmaceutical professions. Now 
it is largely in the hands of criminals, working on a 
large scale, for the profts in bootlegging the drugs are 
large—according to Mr. Lawson Purdy, who thinks 
that governmental interference in such matters is al- 
ways evil, they run from 1,000 to 2,000 per cent. 

Viewed in this light, the argument of the pro- 
hibitionist who uses the Harrison Act as a logical 
endorsement of the general principle for which he 
contends seems sleazy. 

Addiction has increased several fold, and the in- 
cidental crime, now organized, has increased ac- 
cordingly. 

Like the Eighteenth Amendment, then, the Harri- 
son Act is just another wrong way to abate a social 
evil. 


Miscellany 


A Medical Parade 
Suggestions for the make-up of a medical parade on 
the occasion of some great medical anniversary : 
Band of the Sanitation Department, 
City of New York 


Detachment from the sanitary squad, 
Department of Health 
Battery of specialists, 
broadcasting impersonally 
Dr. Abraham Flexner, 
in gilded chariot 
Committee of research men in pure science, 
not primarily interested in the sick 
Special exhibit 
Only living medical advocate of 
State medicine now in captivity, in chains 
Float carrying Ph.D.s heading various public 
health activities, captained by 
“Dr.” H. Lewinski-Corwin of 
the New York Academy of Medicine 
1,000 promoters of original plans to 
finance the doctor's collections 
Float carrying able-to-pay clinic patients 
Battalion of deadbeats who are taking every 
advantage of the depression 
Faculty of the School of the Marital Sex Arts 
Authors of sex-in-marriage books 


Delegation of authors and publishers responsible 
for the overproduction of books 


Detail men in automobiles 
Exponents of California cancer cures 


Float representing the Four Horsemen: 
State medicine, fee-splitting, clinic abuses, 
over-specialization 


Corps of self-acknowledged experts 


Float exhibiting mothers exhausted 
by the over-production of children, 
and voluntarily sterile and faded 
married women of spinster type 


Birth control propagandists explaining 
the alarming increase of abortion 
despite the extravagant claims for contraception 


Director of birth control clinic 
demonstrating a “reliable” contraceptive 


President of the Academy of Medicine, 
denying that his outfit has officially 
approved the birth control movement 


Freak exhibit, in cage: 
Practitioner wholly satisfied 
with the workings of the 
Workmen’s Compensation Law 


Committee representing 1,000 
New York clinics (1,000! count ’em) 


Curious mammal—the so-called hijacker— 
a “specialist” who does general practice 


Medical economists explaining why the 
sacred wage and profit system of 
industry is in consonance with 
preventive medicine 


Naive hospital directors explaining 
why they base their appeals on 
deficits instead of the claims of charity 


T. Swann Harding and other humorists 
explaining why the medical profession 
is alone responsible for the ill care 
of persons who because of the lack of 
a living wage and a six-day week of 
drudgery are unable to make civilized 
contact with private practitioners 


Detail of physicians who are taking 
care of prosperous persons in 
clinics and hospitals without 

remuneration, attended by 
their keepers and guards 


Float representing the Spirit of 
Ballyhoo in Medicine, with 
medical publicists invoking spirit 
Morris Fishbein, of the Chicago 
Sanhedrim, with shofar, pro- 
testing ineffectually against the right 
of anyone else to speak 
for organized medicine 


Camp followers: 
unfrocked commercialists, 
cultists, faddists, racketeers, 
sectarians, colon laundrymen, the 
lunatic fringe, untouchables, unspeakables 


Another Martyr to Medicine 

Old, poor, crippled, such is the fate of Sir Ronald Ross who 
robbed the death-dealing tropics of their terror for the white 
men. In Medical Life, May, 1931, Robert Lucas Pitfield, M.D., 
of Philadelphia sketches the inspiring career of this mariyr tell- 
ing of his days at St. Bartholomew’s, that alma mater of John 
Cains, John Hunter, Abernethy, Benjamin Brodie, Harvey, James 
Paget and Rolliston, the great Darwin and Sir Robert Bridges, 
poet laureate. 

While literature and mathematics are the richest for his bril- 
liance, it was as an army physician in the Indian Medical Service 
that he did his great work fighting malaria. This work helped 
make possible among other achievements the Panama Canal and 
the modern rubber industry. The sketch ends thus: “Every 
mother whose son must needs go down into the pestilential trop- 
ics, be he missionary, trader, sailor or soldier, must prayerfully 
thank God for such a world benefactor as Ronald Ross. Let her 
rejoice that he still lives in vigor of mind, if not in body, with the 
knowledge that he is one who may be numbered as of those ‘who 
loved his fellow men.’” 

Old, poor, crippled—few are there among us “who loved his 
fellow men” will refuse the 25 cents asked by the Ross Award 
Fund of America to show our debt to a brilliant colleague. Let 
not the twilight shadows darken with despair—N. Y. Med. Week. 
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Approved Laboratory Technic 


APPROVED LABORATORY TECHNIC. Clinical, Pathological, Bacterio- 
logical, Serological, Biochemical, Histological. Prepared under the Aus- 
ices of The American Society of Clinical Pathologists by John A. 
<olmer, M.D., Dr. P. H. and Fred. gee V.M. assisted by C. 
Zent Garber ‘A.B., M.D. New York, D. Appleton and Company, 1931. 
663 pages, 8vo. Cloth, 
Numerous books on laboratory methods have been offered in 

the past few years. All are compilations of the methods which 

were found useful and practical in the experience of the author. 

As such they have betrayed weaknesses in the omission of certain 

procedures, inadequate explanations and personal prejudices. In 

this work, however, are expressed the recommendations of a 

group of representative clinical pathologists. These recommenda- 

tions are based on the every-day work of this group, and there- 
fore, methods are described succinctly and clearly, so that almost 

“he who runs may read.” 

The arrangement of the work is excellent, and the description 
of methods shows much care. The illustrations amplify the 
text; being sufficiently numerous and include colored plates, 
where color representation is essential. 

Unfortunately in a minor detail, important to the technician it 
possesses one fault of omission in common with all other works 
on this subject, namely it does not describe the method for de- 
termining the albumin globulin ration of the blood. Also an 
occasional. typographical error such as spelling Fromme for 
Frommer in the test for acetone is found. 

As a whole, though, the book, written by such authorities as 
Kolmer & Boerner, reinforced by the committee chosen by the 
American Society of Clinical Pathology must become an indis- 
pensable part of the laboratory table equipment of every tech- 
nician, and the desk book of every clinical pathologist. It is an 
admirable contribution to the American Medical library of prac- 
tical publications and as such must find favor in the field which it 
covers. MAX LEDERER. 


The Doctor and His Investments 


THE DOCTOR AND HIS INVESTMENTS. Financial Policy and ba 
nique for the Physician. By Merryle Stanley Rukeyser. BLitt., M 
Philadelphia, P. & Co., Inc., 1931. 330 pages. 
Cloth, 

Doctors are notoriously the prey of Wall Street sharks. 

Doctors are naturally students, not only of the written subject 
but also of the living subject. But doctors enter into very few 
business deals or propositions and hence are more or less ignorant 
of business methods 

A doctor, therefore, needs a book which will cover thoroughly 
business methods, deals, terms, etc. Here we have a book which 
the author has written expressly for doctors to acquaint them 
with the meaning of all terms employed in Wall Street; to ex- 
plain to them what the different forms of investments are; when 
and why they are speculations; to point out the value of an 
acquaintanceship with a banker and just what advantages a bank 
offers to the doctor; to make clear how to budget savings, how 
much to be kept in a savings account, how much to be invested 
in life insurance, how much to be carried in liability, accident and 
all other forms of insurance, even as to the amount to be spent 
on office equipment, and upkeep; to elucidate the oft perplexing 
question why and how much to pay for a house, whether or not 
to carry a mortgage and if so how large a mortgage; to permit 
the doctors to study the subject of what to do with their money 
after it has been earned and collected, in order that they may 
insure themselves in every way against old age. 

The doctor who studies this book will become much more 
expert in financial matters, will appreciate just why he cannot 
take the same risk as the business man, will evaluate intelligently 
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the different investment capereeniins from the snags and will 
cease to be the catspaw of every Wall Street speculator and 


trickster. JOHN L. BAUER. 
Medical Jurisprudence 

MEDICAL JURISPRUDENCE. By Alfred W. Herzog, Ph.B., A.M. 

ee Bobbs-Merrill Company, 1931. 1051 pages. 4to. Cloth, 


This is one of the few books that has made an appreciable 
attempt to present the medical legal aspects of the law in such 
a manner as to be understandable to both professions. 

For the medical man_ the details of scientific information are 
not as complete as one finds in special texts dealing with specific 
subjects. The doctor as an expert needs much more. For the 
lawyer its value is much greater. The medical aspects are pre- 
—s a simple manner making it quite possible for the layman 
to read. 

If the purpose of this book is to present material as a starting 
point in the investigation of a problem it is excellent. If its pur- 
pose is to be a thorough treatise on subjects treated then, of 
course, it fails. All in all it is probably the best book placed on 
the market to meet the general needs of the average doctor and 


lawyer. GEORGE I. SWETLOW. 
Genius and Creative Intelligence 
GENIUS AND CREATIVE INTELLIGENCE. By Nathaniel D. M. 


Hirsch, Ph.D., 

Cloth, $4.50. 

Dr. Hirsch has made an exhaustive study of the mechanism, 
or dynamism of intelligence, based on concrete facts of mental 
testing and biological and anthropological research. He brings 
out the fact that in approaching the nature of genius it is well 
first to understand the nature of man. 

In Part I an understanding and interpretation of the nature 
of man is sought by briefly analyzing his socio-historical develop- 
ment, his methods and means of adjustment, and some of his 
future possibilities in this direction. In Part II an understanding 
and interpretation of man is sought by analysis of his phychologi- 
cal constitution. Part III is given over to an inquiry concerning 
the nature, function and singularity of Genius. 

Dr. Hirsch has presented his subject in an authoritative and 
masterly way, and the book is worthy of recommendation to 
psychologists, psychiatrists and educators. FREDERIC DAMRAU. 


Cambridge, Sci-Art Publishers, 1931. 339 pages. 8vo. 


Sane Sex Life and Sane Sex Living 


SANE SEX LIFE AND SANE SEX LIVING. By H. W. Long, M.D. 
Authorized edition. New York, Eugenics Publishing Co., Inc., (1931). 
151 pages. 8vo. Cloth, $2.00. 

This “practical” work, with its interesting emphasis on sanity 
in the title, bears imprints of 1919 and 1922 copyrights, so the 
author beat many of the brigades of recent pedagogues in the 
“art of love” to it. It is an unexpurgated edition, written in very 
plain language. Here we have one medical man’s view of con- 
nubial bliss which has some extremely curious aspects. Thus 
the author endorses autoeroticism in marriage, under many cir- 
cumstances, as advisable and healthful (p. 126), and also mutual 
masturbation, which is held to be of great value in marriage 
(pp. 125-131). Masturbation of brides by bridegrooms is highly 
commended by the author (p. 125). 

The description on p. 116 of what the uterus does to the glans 
penis during simultaneous orgasms seems to the reviewer the 
gaudiest piece of imaginative physiology ever penned. 

Out of forty possible positions the author selects two for spe- 
cial praise and goes into much detail as to technics. 

There are many incredibly naive passages in this book. What 
the author has to say about the salivary phase of intercourse is 
amazing. ARTHUR C. JACOBSON. 
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The Lungs and the Early Stages of Tuberculosis 
THE LUNGS AND THE EARLY STAGES OF TUBERCULOSIS. By 
Lawrason Brown, M.D. and Fred H. Heise, M.D. New York, D. Ap- 
leton and Company, 1931. 151 pages. 12mo Cloth, $1.50. thggttten 

Rocker Health Series.) 

This is an excellently written little book intended for popular 
consumption. In simple language it describes the anatomy and 
physiology of the lungs, the cause of tuberculosis, changes in the 
body caused by infection, and a brief description of the disease 
tuberculosis itself. The prevalence of infection and disease, 
factors favoring the development of disease and then some for- 
tunately worded chapters devoted to the early symptoms of 
tuberculosis, the detection of tuberculosis, the prevention of 
tuberculosis, the outcome of the disease, and treatment. 

The book should be in the hands of every family that has been 
visited by the affliction of pulmonary tuberculosis, as well as in 
those of social service workers, nurses and medical students. 
From so authoritative a source such a work cannot but carry 
considerable conviction with it. FOSTER MURRAY. 


Common Pests 


COMMON PESTS. How to Control Some of Ly Pests that Affect Man’s 
Health, Happiness and Welfare. By Ren W. Doane. Springfield, 
Thomas, 1931. 384 pages, illustrated. 8vo. "Cloth, $4.00. 

We physicians may become enraptured in certain peculiar 
characteristics of micro-organisms that live with us, and which 
may, at times, be dangerous to us. Only when these creatures 
become visible to the naked eye and produce conscious sensory 
reactions, however harmless, do we choose to call them pests. 

In the words of the author, this book attempts to give “informa- 
tion regarding common pests that directly affect man, his domestic 
animals, his crops, his storehouse, and his home”. As such, it is 
a general reference book not only for the physician but also for 
the farmer, the stockman, the gardener, and the householder in 
the m-nagement of these pests. EMANUEL KRIMSKY. 


Practical X-Ray Treatment 
PRACTICAL X-RAY TREATMENT. By Arthur W. Erskine, M.D. St. 

Paul, Minn., The Bruce Publishing Company, 1931. 116 pages, illus- 

trated. 8vo. Cloth, $3.50. 

A one hundred twelve page simple, unpretentious review of 
apparatus, technic and X-ray treatment. The earlier chapters 
are given to the necessary equipment for practical radiotherapy 
concluding with the author’s technic in treatment of the various 
states. 

Dr. Erskine is very direct, forceful and concise; he employs 
four standard technics, three of 135 K.V. with varied filters and 
distances, the fourth 200 K.V. Intensity discharge and isodose 
charts, which are of great practical usage, are lavishly offered 
and dosage i is modernly measured by the standard “r” unit. 

The final chapters are given to the author’s technic in treat- 
ing skin, benign organic states, and malignancy. No rash claims 
are made so that, though one may not entirely concur with some 
thoughts, the booklet is a true resume of a keen observer. 

The dosages are all within safety limits and given for the ma- 
jority of diseases amenable to the Ray. The book therefore be- 
comes a valuable asset to the radiotherapist who will probably 
gain much by its perusal. MILTON G. WASCH. 


Midwifery for Nurses 
MIDWIFERY FOR NURSES. By Douglas Miller, M.D., F.R.CS. Lon. 

don, Edward Arnold & Co.; New York, Longmans, Green & Co., 1931. 

256 pages, illustrated. 12mo Cloth, $2.40. 

An excellent text book. In the English style it aims to qualify 
nurses to meet all the common obstetric emergencies, in the 
absence of the doctor. Much more space than we would think 
necessary, is given to the details of abnormal mechanisms. The 


material is well presented by a good teacher. 
CHARLES A. GORDON. 


Functional Dirorders of the Gastrointestinal Tract 


FUNCTIONAL DISORDERS OF THE GASTROINTESTINAL TRACT. 

By William Gerry Morgan, M.D., F.A.C.P. Philadelphia, J. B. Lippin- 

cott Company, [c. 1931]. 259 pages, illustrated. 8vo. Flexible imitation 

leather, $5.00. (Everyday Practice Series—edited by Harlow Brooks, M.D.) 

In a practical, concise and direct manner, the author treats his 
subject so that anyone, especially the general practitioner will 
profit by reading this volume. 

In order to clarify the discussion the author has drawn freely 
upon his large experience and has cited case histories to demon- 
strate the subject under discussion. In addition, the treatment 
including medication, physical and dieto-therapy are briefly but 
thoroughly considered. 

The general arrangement of the book is good. It is simple to 
find one’s way about and so is of real practical value. 

The book is a modern and authoritative monograph from one 
well qualified to write upon the subject. IRVING GRAY. 
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Gynecology and Urology for Nurses 
GYNECOLOGY AND UROLOGY FOR NURSES. By Samuel S. Rosen- 
feld, M.D., F.A.C.S. New York, William Wood and Company, 1931. 

230 pages, "illustrated. 12mo Cloth, $2.00. 

This is an admirable little volume which will give nurses just 
what they should know in regard to the subjects indicated in the 
title. While gynecology and urology are combined in this book, 
the author has not lost sight of the fact that gynecology and 
obstetrics are closely allied subjects, and this relationship is 
carefully shown. 

Most of the book is devoted to gynecology, while the urologi- 
cal section is comparatively short. There is an excellent chapter 
on the nursing care of post operative patients. 

The illustrations are good, and the text is simply and clearly 
written. The volume is to be recommended 
WILLIAM SIDNEY SMITH. 


Human Heredity 


HUMAN HEREDITY. By Erwin Baur, Eugen Fischer and Fritz Lenz. 
{Third edition]. Translated by Eden and Cedar Paul. New York, The 
Macmillan Company, 1931. 734 pages, illustrated. 8vo. Cloth, $8.00. 
Heredity is a subject with which the average physician is daily 

confronted in his general practice. And yet, how little of the 

subject is really intelligible to the average physician. Much con- 
troversial discussions are continuously heard in medical meetings 
regarding the relation of heredity and disease. The cancer prob- 
lem is an example of this controversial nature. In a volume that 
has passed through three revisions, the authors have - presented 
the subject of human heredity, in a clear and authoritative man- 
ner. Section one is devoted to a discussion of the general theory 
of variation and heredity. In section two, racial differences in 
mankind are described. In section three, the morbid hereditary 
factors are elucidated. Another section is devoted to the methods 
for the study of human heredity. Still another section is de- 
voted to the inheritance of intellectual gifts. The book is a fas- 
cinating presentation of a subject that is very close to the hearts 


of every medical group, and is highly recommended. ; 
IRVING J. SANDS. 


‘ext-Book of Neuro-Anatomy 
A_ TEXT-BOOK OF NEURO-ANATOMY. By Albert Kuntz, Ph.D., 

M.D. Philadelphia, Lea & Febiger, 1931. 359 pages, illustrated. 8vo. 

Cloth, $5.50. 

This book is written so as to present in a simple manner the 
anatomical and physiological relationships of the brain and spinal 
cord. The topography of the central nervous system is first 
presented in its entirety. Then are presented the conduction 
pathways of the brain and cord. The autonomic nervous system 
is presented as a subject in itself. The last chapter is reserved 
for a discussion of the localization of the functions of the cerebral 
cortex. Use is made of material from other sources. There is a 
bibliography of articles and reference texts. 

To the student and practitioner, the book offers an opportunity 
to review the nervous system in an understandable way without 
too much encumbrance by detail. STANLEY S. LAMM, 


Tables of Food Values 


TABLES OF FOOD VALUES. By Alice V. Bradley, B.S. _ eee, Til. 

Manual Arts Press, [c. 1931]. 128 pages. 4to. Cloth, $2.00. 

Part 1 of the book gives the food value of average servings of 
commonly used foods and Part 2 the values of 100 gram portions. 
In the first part there are twenty-five tables of commonly used 
foods and accompanying each table where needed, are recipes for 
the articles of the diet, these being numerous and fully stated. 

Each table- states in addition to the rough measure and weight, 
the mineral shares, value as source of mineral, value as source of 
vitamin, value as source of bulk and reaction. If one is interested 
in choosing acid and basic foods, this book furnishes an easy 
means of doing so, but this is only a minor feature of the volume. 

In the second part the 100 gram measure is taken as a unit and 
all computations are based on the value of this unit. The meas- 
ure of each 100 gram unit is given for convenience. The weights 
in rams of calcium, phosphorus and iron for these portions are 
included. 

A very good index adds to the value of an excellent book for 
dietitian, physician and intelligent patient. 

WILLIAM E. MC COLLOM. 


Practical Colonic Irrigation 


PRACTICAL COLONIC TION. By B. LeRoy, M.A.,. M.D., 
and B. R. LeRoy, Jr., Seattle, The Vattenhorg Systems. Inc. 
[c. 1931]. 180 pages, EL, 8vo. Cloth, $7.00. (Sold by McIntosh 
Electrical Corporation, Chicago.) 

The authors have presented their views and the results of their 
studies in a small volume which includes not only the methods, 
solutions used and case reports of their work but also chapters on 
gastric analysis and duodenal lavage, bacteriology of the intes- 
tines, physiology and anatomy of the alimentary tract, etc. 
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Under the chapter headed “Solutions for Colonic and Duodenal 
Irrigations” twenty-four solutions and their indications for use 
are noted. 

The book will be of interest to those actively engaged in 
colonic therapy. IRVING GRAY. 


Physicians’ Manual of Birth Control 
PHYSICIANS’ MANUAL OF BIRTH CONTROL. By Antoinette F. 
Konikow, M.D. New York, Buchholz Publishing Company, [c. 1931]. 
245 pages, illustrated. 8vo. ‘Cloth, $4.00. 


Ever since Margaret Sanger courageously paved the way for 
the need of Birth Control in certain selected cases, books on that 
subject have become more numerous. Not that anything new has 
been discovered in its technic but that certain physicians who 
have advocated Birth Control have chosen to record for the bene- 
fit of their confreres their results with the various prevenceptive 
measures at their command. And so this book does not deal 
with originalities but merely summarizes the present-day status of 
Birth Control from the practitioner’s standpoint. 

It should now remain for the medical profession to unequivo- 
cally decide whether religion on the one hand, or such debilitat- 
ing diseases as kidney trouble, heart disease, tuberculosis, and 
repeated Caesarean deliveries should influence the physician in 
exercising his choice. EMANUEL KRIMSKY. 


Manual of Clinical Laboratory Methods 


A MANUAL OF CLINICAL LABORATORY METHODS. By Clyde 
Lottridge Cummer, Ph.B., Third edition. Philadelphia, Lea 
Febiger, 1931. 585 pages, illustrated. 8vo. Cloth, $6.75. 


This book is sufficiently complete to be recommended to medi- 
cal students; simple enough to be recommended to technicians ; 
and its style, concise and sufficiently accessible to be highly rec- 
ommended to physicians. The most preferred tests are indicated 
and the value of each test is discussed from a clinical patho- 
logical point of view. It is a very well revised edition of a book 
which has already proved to be of valuable aid in beside diagnosis. 

SILIK H. POLAYES. 
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THE MORBID PERSONALITY. Psycho-analytical studies in the struc- 
ture of character and personality. By Sandor Lorand, M.D. New York, 
Alfred A. Knopf, 1931. 181 pages. 8vo. Cloth, $2.50 

EVOLUTION OF FACIAL JEUSCUL ATURE AND FACIAL EXPRES- 
SION. By Ernst Huber, Ph.D., M.D. Baltimore, The Johns Hopkins 
Press, 1931. 184 pages, illustrated. 4to. Cloth, $2. 

SANE SEX LIFE AND SANE SEX LIVING. By H. W. Long, M.D. 
Authorized edition. New York, Eugenics Publishing Co., Inc., (1931). 
151 pages. 8vo. Cloth, $2.00. 

CHILD HEALTH AND THE COMMUNITY. An interpretation of co- 
qqeregive effort in public health. By Courtenay Dinwiddie. New York, 

Commonwealth Fund, 1931. 80 pages, illustrated. 8vo. Cloth, $1.00. 

KNOW YOUR CHILD. By Louis Monash. New yg McGraw-Hill 
Book Company, Inc., 1931. 246 pages. 12mo Cloth, $2.00. 

THE MENTAL aay” i A Problem in Social Jacfiicioncy. By 
Richard J. A. Berry, M.D., F.R.C.S. and R. G. Gordon, M.D., D.Sc. 
New York, McGraw-Hill Book Company, Inc., 1931. 225 pages, illus- 
trated. 8vo. Cloth, $2.50. 

PSYCHOPATHIC PERSONALITIES. By Eugen Kahn. 
the German by H. Flanders Dunba New Haven, 
Press, 1931. 521 pages. 8vo. Cloth, $5.00. 

RECLAIMING THE DRINKER. By Charles B. Towns. 
Barnes & Company, [c. 1931]. 77 pages. 12mo Cloth, $1.00 

LA GASTROPHOTOGRAPHIE. By A. Bécart. Paris, Norbert Maloine, 
1931. 106 pages, illustrated. 8vo. Paper, Francs 30. 

THE STORY OF MEDICINE. By Victor Robinson, M.D. New York, 
Albert & Charles Boni, [c. 1931]. 527 pages. 8vo. Cloth, $5.00. 

DISEASES OF THE STOMACH. By Hugh Morton, M.D. London, 
Edward Arnold & Company: New York, Longmans, Green & Company, 
1931. 184 pages, illustrated. 8vo. Cloth, $4.00. 

MODERN MEDICAL By E. 
F.R.C.P. & Anthony Feiling, M.D., RCP. 
William Wood and Company, 1931. 
$12.00. 
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Sinuses As Death Warrants 

Fingerprints have a new rival. Dr. Thomas A. Poole, inter- 
nationally known sinus specialist of Washington, is developing 
what he claims to be a new and positive means of identification. 
He bases his system of identification on X-ray photos of the sinus 
passages, no two of which have yet been found to even approach 
similarity. And it would take a serious operation to change or 
destroy the outlines of the sinus passages. Not only are police 
interested in the new idea but insurance firms are said to see 
in it a positive means of identifying policy holders.—Pathfinder. 
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most frequent positive tests; of these egg-white heads 
the list, giving positive reactions in 68 cases; next in 
order are wheat (44 positives) and milk (32 positives). 
There were only 2 patients that reacted to inhalants with- 
out concomitant reactions to some food. In regulating 
the diet in these cases it was found that prolonged cook- 
ing reduced the ill effect of foods; evaporating or dry- 
ing of milk may also alter the offending protein frac- 
tion. In some cases sensitive to cow’s milk, goat’s milk 
could be substituted, preferably evaporated. In some 
cases small amounts of the offending foods could be 
taken. A total of 47 patients were completely relieved 
by dietotherapy alone; of these 32 had given positive 
skin reactions; 18 showed decided improvement, of 
whom 15 had given positive skin reactions; 11 showed 
slight improvement. and 20 no improvement. Of the 
latter group, only 2 had shown positive skin reactions. 
In the dietotherapy of eczema the diet must not be so 
restricted as to interfere with normal nutrition. 


Seasonal Variation in the Antirachitic Effect of Sunshine 

F. F. Tisdall and A. Brown (American Journal of 
Diseases of Children, 42:1144, November, 1931) note 
that their studies for the last four years on the anti- 
rachitic effect of sunshine in Toronto, Canada, have 
shown that the sun’s rays have a less marked antirachitic 
effect in the latter part of October, November, Decem- 
ber, January and the first part of February. These 
experiments showed that there was a sudden increase 
in the antirachitic effect of sunshine about February 
15th, and a sudden reduction in this effect about Octo- 
ber 15th. It has further been found that this change in 
antirachitic effect is largely dependent upon the sun’s 
altitude above the horizon; a critical altitude has been 
found to be about 35°, below which the antirachitic 
effect of the sun’s rays is reduced. When the sun is 
low in the sky, the rays pass through a greater amount 
of the earth’s atmosphere, reducing the biologically active 
ultra-violet rays. On the basis of these observations, 
the season of the year during which rickets is most likely 
to develop can be calculated in any part of the world. 
One other factor must be considered, however, and that 
is altitude. When the height above sea level is increased, 
the air mass through which the sun’s rays must pass is 
reduced. Hence in places at high altitude, the sun’s 
rays will have an effective antirachitic action when the 
altitude of the sun is less. Investigators in Denver, 
Colo. (Lewis, Frumess and Stein), where the altitude 
is 5,300 feet, have found the winter sunshine to have a 
marked antirachitic effect, as would be expected from 
these observations. As most of the thickly populated 
places of the world are at comparatively low altitude 
(less than 1.000 feet), the practical value of the authors’ 
conclusion that a marked increase occurs in the anti- 
rachitic effect of sunshine when the sun is at an altitude 
of 35° or more, is not altered. 


Cod-Liver Oil in an Extract of Germinating Grains 

B. W. Jarvis (Archives of Pediatrics, 48 :502, August, 
1931) notes that deficiency diseases are best combatted 
by giving an adequate supply of vitamins at an early 
age, but it is difficult to find substances to supply all the 
vitamins that can be tolerated by the gastro-intestinal 
tract of young infants. The author reports the use of an 
emulsion of cod-liver oil in a concentrated extract of 
the germinating grains of wheat, oats and malted bar- 
ley in a series of 150 infants under observation for one 
year. This emulsion contains vitamins A, B and D, 
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while C can be supplied by orange juice or tomato juice. 
This emulsion, supplemented by orange or tomato juice, 
was given for five to seven months, beginning its ad- 
ministration at the age of about six weeks. It was well 
tolerated by all the infants, including 8 immature infants 
and 10 with malnutrition. In infants artificially fed, 
the mixture of the emulsion with the formula controlled 
any vomiting that may have been present. In no case 
was there any evidence of any deficiency disease ; growth 
and weight increase were normal. Although containing 
30 per cent of cod-liver oil (by volume), this emulsion 
had a vitamin D potency equal to pure cod-liver oil; 
this is probably due to better assimilation, and possibly 
to a co-ordinating activity of the A and B factors. 


Cure of Rickets with Tungsten Filament Radiation 

H. J. Gerstenberger and A. J. Horesh (Journal of the 
American Medical Association, 97 :766, Sept. 12, 1931) 
report the successful treatment of moderately severe 
rickets by daily twelve-hour exposures to 500 watt CX 
Mazda lamps (tungsten filament) suspended in reflectors 
from the ceiling. No erythema was produced, but a 
slight pigmentation; the light caused no discomfort to 
the eyes. Since prophylactic irradiation requires smaller 
doses than therapeutic irradiation, the use of the Mazda 
lamps for the double purpose of illumination and supply- 
ing actinic rays appears feasible. 


Sodium Chloride Acidosis in Infants 

H. Fasold (Zeitschrift fiir Kinderheilkunde, 51:541, 
Oct. 3, 1931) reports a study of the acid base balance, 
in 2 normal infants to whom sodium chloride was given 
in excess amounts by mouth. Whether the infants were 
on a normal diet. or on an acid diet (addition of hydro- 
chloric acid to milk), the addition of salt increased the 
ammonia excretion in the urine—an evidence of in- 
creased acidosis. These findings indicate that in cases 
of toxemia and dehydration in infants, the administra- 
tion of saline or Ringer’s solution is not indicated, as 
it tends to increase the existent acidosis. Sodium bicar- 
bonate solution should be given instead, as Marriott has 
advised, and has been the practice in the pediatric clinic 
at the University of Gottingen for many years. 


Alkalosis in the Vomiting of Infancy 

. M. Maizels of the Infants’ Hospital, Westminster, 
London (Archives of Disease of Childhood, 6:293, Oc- 
tober, 1931) reports a study of the blood chemistry in 
obstructive and non-obstructive vomiting in infants un- 
der three months old. In infants of this age obstructive 
vomiting is practically always due to pyloric stenosis or 
spasm. In the group with pyloric obstruction four ab- 
normalities in blood chemistry were common: Increase 
in the plasma bicarbonate (in 78 per cent.) ; decrease 
of red cell chloride (88 per cent.) ; decrease of plasma 
chloride (in 67 per cent.) ; and an increase of hemo- 
globin (as a result of loss of body fluid). The lowest 
chloride values occurred in cases with the severest alka- 
losis. but in 8 cases the reduction of plasma and espe- 
cially of cell chloride was considerable,’ although the 
plasma bicarbonate was normal. In the cases that were 
operated the blood had become normal or nearly so 
within ten days. In cases of non-obstructive vomiting 
without diarrhea, alkalosis was rare ; some cases showed a 
minor degree of chloride reduction. From these find- 
ings, the author concludes that in infants without 
diarrhea, plasma bicarbonate of 34 millimoles or more, 
plasma chloride of less than 90 millimoles and red cell 
chloride of 40 millimoles or less is practically diagnostic 
of obstructive vomiting as distinguished from non-vom- 
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iting. Negative findings do not, however, exclude py- 
loric obstruction. 


Treatment of Whooping Cough with Convalescent 

Serum 

J. C. S. Battley (Archives of Pediatrics, 48 :675, Oc- 
tober, 1931) notes that the use of convalescent serum or 
whole blood has been reported by a few French clini- 
cians for both the prophylaxis and the treatment of 
whooping cough. He reports 2 cases, both in infants, 
in which convalescent serum was given by intramuscular 
injection. In the first case the treatment was given in 
the early stage of the disease, and a single injection of 
12 c.c. brought about a definite improvement; the child 
never developed the severe paroxysmal coughing ob- 
served in two other children in the family. In the sec- 
ond case, treatment was not begun until the patient had 
been coughing for four to five weeks. In this case the 
father was recovering from an attack of whooping cough 
and two injections of 20 c.c. each of the father’s serum 
were given; the paroxysms were markedly reduced in 
number and severity and the infant improved rapidly. 
The author is of the opinion that until the value of con- 
valescent serum or normal adult blood can be determined 
in a large series of cases, it is worthy of trial, when- 
ever possible, and especially in infants in whom the 
mortality from whooping cough is exceedingly high. 


The Sinusoidal Current in Chronic Gonorrhea of the Male 


For the past several years gonorrhea in the male, both acute 
and chronic, has been treated with the electrical modalities. Of 
these, diathermy is the most effective; and yet under this treat- 
ment many cases of urethritis persist with a chronic discharge 
or shreds. It is in these cases that the sinusoidal current can 
be used successfully. A twenty-minute application of ten to 
eighteen milliamperes three times weekly has proved valuable. 
In an occasional obstinate gonorrhea, the surging current, by its 
more vigorous reaction is found to be more beneficial than the 
sinusoidal current alone. 

The value of the sinusoidal current depends upon its ac- 
curate application to the focus of infection with the proper elec- 
trodes. For this purpose the two-glass test is a simple, accurate 
enough method. If the first glass alone is cloudy or alone con- 
tains shreds we know that the chronic infection is limited to the 
anterior urethra. In such a case the penis is wrapped in mois- 
tened cotton and electrodes are applied over this so as to include 
the urethra. The current is gradually turned on till the patient 
experiences a drawing feeling, or a feeling of waves. Should 
the case show a clouding of both glasses, one electrode is placed 
in the rectum so as to include the prostate. 

The rational of the treatment is clear. According to Granger, 
“The sinusoidal current is an excellent stimulant for unstriated 
muscle. Hence, it is useful in treating intestines, oesophagus 
or uterus, causing physiological contractions. Under the fluoro- 
scope, after a barium meal, the intestines show (with this cur- 
rent) an increased peristalsis. Some indications for its use ‘are 
atonic constipation, enlarged prostate where the sine waves 
will take the place of prostatic massage.” 

The male genital tract is admirably suited histologically for 
the treatment with the sinusoidal current. Between the visceral 
portion of the tunica vaginalis and the transversalis fascia of 
the testis lies the internal cremasteric muscle, a layer of un- 
striated muscle fibers. The vas efferentia near the epididymis 
contains endothelial cells resembling non-striated muscle cells; 
while the epididymis and the seminal vesicles have outer longi- 
tudinal and inner circular smooth muscle layers. The vas defer- 
ens has an involuntary muscle structure consisting of a middle 
circular and an outer and inner longitudinal layer. The ejacu- 
latory ducts contain a poorly developed inner circular layer, but 
a well-developed longitudinal layer of non-striated muscle, which 
is continuous with that of the prostate’s capsule. The external 
envelope of the corpus spongiosum of the penis is formed partly 
of unstriped muscle tissue, and a layer of the same tissue imme- 
diately surrounds the canal of the urethra. 

The sinusoidal current through its ability to contract smooth 
muscle stimulates the involuntary musculature of the genital 
tract, producing an emptying of the prostate, seminal vesicles, 
glands of “Littre” of the urethra, etc., with an improvement 
or cure of subjective and objective symptoms——Harald Neifeld, 
M.D., in N. Y. State J. of M., Aug. 1, 1931. 
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